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CHAPTER 1 
INTRODUCTION AND STATEMENT OF THE PROBLEM 
Due to the high cost of health care services, many people 
are not able to use the services available to them because 
they are not able to pay for them. Even after the financial 
barriers to utilization of health care services have been 
removed, many people still do not use the services for a 
variety of reasons. The inadequate use of health care 
services is higher among the minority populations than among 
the affluent populations. This research is concerned with 
health care utilization by low-income high risk minority 
populations. The environment in which these low income, high 
risk minority populations find themselves, the health care 
system available to serve them, their own characteristics and 
resources, and their state of health and well-being all 
influence whether or not they seek medical care and with what 
frequency. In addition, the researcher is interested in 
finding out the type of services used (hospital, physician, 
dentist); the site or location at which services are received 
(inpatient ward, emergency room, doctor's office, public 
health clinic); the purpose of the visit (preventive, illness-
related, or long term custodial care); or the time interval of 
use (whether services were received or not, the volume of 
2 
services received, or the continuity or pattern of visits 
during a given time period (Aday and Shortel, 1988). 
The low-income high risk population of the community 
area of Roseland, situated at the extreme south side limits of 
the city of Chicago will be studied. Roseland community area 
is one of the thirty (30) community areas within the City of 
Chicago that has been designated as a Health Manpower Shortage 
Area (HMSA). This means that the primary care physician to 
population ratios is in excess of 1: 4200. The degree of 
shortage for Roseland is 1, which is the highest ranking, 
indicating a severe need for primary care physicians (Degree 
of shortage ranges from 1-4, with 1 being the highest) (1986 
Federal Register.). overall 12.5 additional full time 
equivalents primary care physicians are needed in the Roseland 
Community area to eliminate its Health Manpower Shortage Area 
(HMSA) designation. 
In addition to its Health Manpower Shortage Area 
designation, Roseland Community has also been designated as a 
"High Risk Area." This means that it is in the upper quartile 
on measures of natality, mortality, communicable diseases and 
poverty (1990 Needs Assessment produced by Ambulatory Care 
Council, Services Subcommittee). In 1990, the infant 
mortality rate for Roseland was 24.7 births per 1,000 live 
deliveries, low birth weight was 15.7 percent, and there were 
5,244 total live births (Needs Assessment produced by 
Ambulatory Care Council, Services Subcommittee). These 
3 
statistics, especially the infant mortality rate are twice as 
high as the rate of the whole population for the City of 
Chicago. This infant mortality rate of 24.7 is extremely 
high when compared to national, state and city statistics 
which are 9 .1 deaths, 12 deaths and 16 deaths per 1000 
deliveries, respectively, as shown in Table 1. 
* 
Table 1: 1990 Vital statistics For The u.s., 
Illinois Chicago and Roseland 
Inf ant 
Total Live Low Birth Mortality 
Births Weight* Rate** 
United States 4,021,000 6.9 9.1 
State of Illinois N/A N/A 12 
Chicago 175,104 10.7 16 
Roseland 3,316 15.7 24.7 
4 
Low Birth weight: The number and percent of live births 
that weigh less than 2500 grams (5.5 pounds). 
** Infant Mortality: The number of deaths to inf ants less 
than one year of age. The infant mortality rate is the number 
of such deaths per 1000 live births. 
Source: Needs Assessment Produced by Ambulatory Care 
Council, Services Subcommittee. 
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Much of the literature on access to primary care for 
blacks focuses on racial differences in the amount of care 
received, accessibility of care and satisfaction with care. 
studies consistently find that compared to whites, blacks have 
less access to care, are less likely to use office-based 
physicians, are less likely to be satisfied with their care, 
and have fewer physicians visits relative to their heal th 
status (Aday, Anderson and Fleming 1980; Blendon; Aiken, 
Freeman and Corey, 1989; Kleinmen, Gold and Makuc, 1981; NCHS, 
1990) . 
African-Americans and other minority groups clearly 
appear to have benef itted from policies designed to increase 
access to care as evidenced by increases in health care 
utilization and improved health status (NCHS, 1990). While 
the average number of physician contacts for whites increased 
from 5.2 to 5.5 between 1983 and 1988, the average number of 
visits for blacks decreased from 4.9 to 4.8 (NCHS, 1990). 
The literature indicates that income, education, housing, 
nutrition, maternal drug use, age of the mother, race of the 
mother, lack of or low prenatal care are contributory factors 
to infant mortality. These factors are rampant in poor 
minority communities. In addition to these variables, 
inadequate availability of health facilities e.g. tertiary or 
level III hospitals (specialty care hospitals) , well equipped 
clinics, also contribute to poor health outcomes of the 
residents of these minority community areas (Institute of 
6 
Medicine, 1985). Since this population for study is poor, and 
we know that poverty is increasing, we can assume that health 
care problems will get worse and people will suffer, because 
of the continuous rise in health care cost. 
Numerous causal models have been suggested as useful in 
explaining and in predicting the extent to which people use 
health services (MacStravic, 1984). Hundreds of articles have 
been written linking utilization to one or more measurable 
aspects of people, their environment, or the health system 
itself (Macstravic, 1984). It is essential to recognize that 
despite the massive literature on utilization of health care 
services by the poor population, some perceived gaps still 
exist in the explanation of the utilization pattern. From the 
literature reviewed, there are inadequate explanations for the 
contribution of factors like family and friends, social 
support, ignorance of where to go, failure to understand the 
importance of medical care, availability of child care 
services and differential priorities (Kane Robert L. et. 
al. I 1976) o 
Previous research and efforts to predict heal th care 
utilization measures that are aggregates of largely 
independent phenomena have not been promising. This attempt 
had been criticized as being insufficiently attentive to 
differences between types of use patterns and the real 
possibility that these types of use patterns may have 
substantially different predictors. 
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An increasingly frequent observation and critique is that 
progress in understanding health care utilization has been 
hindered by research focusing on types of utilization which 
were comprised of heterogenous categories of utilization 
(Kasl, 1974). Research focusing on certain more specific 
types suggest that ability to understand and predict types of 
heal th care utilization may be aided by a focus on more 
specific types of behavior, defined both in terms of type of 
service, motivation, and the point in a series of contact; 
e.g. initial contact, follow-up, or referral (Kasl, 1974). 
In this study, the discussions will focus on ambulatory 
use of physicians services for acute care (care for an illness 
that has a sudden onset and lasting a short time) in either a 
hospital outpatient room, physician offices, a clinic, or a 
health center. A substantial degree of discretion is 
exercised on the part of the patients concerning ambulatory 
use of physician services. 
The majority of the research done in this area of study 
focuses on other ethnic groups, mainly Mexican Americans. 
Most of the research has identified various potential barriers 
to obtain health care, which include, but are not limited to, 
lack of transportation, geographic inaccessibility, cost of 
health care and limited health insurance coverage. 
The researcher feels that the bulk of this research 
cannot be generalized to the African Americans community 
before making the appropriate adjustment to the set of 
8 
problems facing the African American community, such as the 
isolation many families live in due to poverty, unemployment 
and family disintegration, to name a few. 
One of the goals of this study is to investigate the 
relationship between the support the family has (defined 
below) and health care utilization as defined by Anderson 
(defined below), after adjusting for other factors such as 
education, employment, income, etc. 
The support that the family has and its effect on the use 
of health care in this study is defined as the availability of 
emotional help and social participation with family and 
friends. 
For this analysis the conceptual framework is designed 
based on the behavioral model developed by Andersen. It 
defines the health care utilization as a consequence of three 
general factors (Anderson, 1968; Andersen et al, 1987). The 









Figure 1: The Conceptual Framework of the Study 
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This conceptual framework indicates that the process of 
health services use flows from predisposing, need and 
enabling factors to utilization. 
The study variables within the three general factors 
(predisposing, enabling and need factors) of the conceptual 
framework are presented in table 2. 
Table 2 Study Variables 
Predis~osing Factors (they provide the propensity for individuals 
to use health services). The direction of 




Employment Status Family Size 
Marital Status Attitudes Towards Health Services 
Residential Mobility Satisfaction With Medical Care 
Enabling Factors (these are conditions that make health 
services available to the individual). The 
direction of flow is from enabling factors to 
utilization. 
Income Health Insurance 
Regular Source of Care Access to Regular Sources of Care 
Availability of Health Care Facilities Availability of Health Care Personnel 
Cost of Health Care Availability of Health Care Information 
Social Network Social Support 
Social Isolation 
Need Factors (illness which represent the most immediate 
cause of health service use). The direction 
of flow is from needs factors to utilization. 
Disability Health Status 
Health Symptoms 
10 
The analysis focused on 126 self reported mostly African 
American individuals between the ages of 16-46 years who were 
eligible for inclusion in this study. These individuals are 
required to be the parents or next of kin or guardian of 
children with ages ranging from birth to five years old. The 
analyses will include full descriptive statistics for all the 
variables collected. Univariate, multivariate and categorical 
data analyses will be performed on all relevant information. 
It is anticipated that this study will review the 
identified gaps,and document other reasons given for 
inadequate utilization of health care services by the poor and 
clarify the extent to which these reasons could be documented. 
The outcome of this documentation will be the proposal of 
solutions to enhance the use of available health care services 
and improvement of the quality of life of the residents of 
Roseland. 
Utilization of health services is viewed here as the 
culmination of a complex process in which medical need 
interacts with accessibility of services and with individuals 
predisposition to recognize, take action, and seek help in the 
events of symptoms. This process is further constrained by 
structural features of the social context in which individuals 
live and interact. 
In Chapter 2, the author presents a detailed literature 
review on the use of health care services. Chapter 3 focuses 
on a detailed analysis of the current capacity of the health 
11 
care delivery system in Roseland. 
In chapter 4, the author presents the methodology used 
for the study. Chapter 5 deals with the analysis and 
presentation of the results. Chapter 6 is the conclusion of 
the study with two Subsections on the significance of the 




This chapter focuses on the review of literature on 
health care utilization by minority populations. Special 
areas of interest and relevancy to this research will include 
the poor/"underclass" and use of health care services; 
discrimination and the use of health care services; low income 
children and use of health care services by children; social 
support, social network, and use of health care services; 
community empowerment and use of health care services. 
Just as certain people perceive specific social 
conditions to be stressful and others do not, so too will 
people recognize particular physical symptoms such as pain, a 
high fever, or nausea, and seek out a physician for treatment; 
others with similar symptoms may attempt self-medication or 
dismiss the symptoms as not needing attention. These 
differences in deciding whether or not to seek medical care 
have been and are continuing to be the subject of extensive 
investigation in medical sociology (Cockerham, 1989) and 
although the exact processes involved in making the decision 
to obtain medical care are not fully identified or understood 
12 
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at present, enough data have been collected in recent years 
to support a relationship between individual interpretation of 
deviation in physical functioning and social and psychological 
factors (Cockerham, 1989). For those individuals and groups 
concerned with the planning, organization, and implementation 
of health care delivery systems, the question of what social 
influences encourage or discourage a person from seeking 
medical treatment is of great significance. An understanding 
of the help-seeking process in medicine can have a tremendous 
impact upon the structuring of health services for the maximum 
utilization by people living in a community, both in terms of 
providing better medical care and making that care more 
accessible to the people who need it (Cockerham, 1989). 
A significant portion of past research in medical 
sociology has concerned itself with the correlations of 
socio-demographic variables on the utilization of health care 
services. Attempts to isolate some socio-demographic 
variables have resulted in studies of such factors as age, 
sex, ethnicity, and socioeconomic status, in the explanation 
of how they relate to the behavior of people seeking medical 
care. The findings for age and sex have been consistent, and 
it has been demonstrated that the use of health services is 
greater for females than for males and is greatest for the 
elderly (National Center for health statistics,1986). It has 
been shown, for instance, that the larger the proportion of 
females in a particular household, the greater the demand or 
14 
requirement for physicians. 
Even though it is obvious that people over 65 years of 
age are in poorer health and are hospitalized more often than 
other age groups, the general literature on health care 
utilization, including studies in five New York and 
Pennsylvania counties (Wolinsky et. al., 1983) and a national 
survey (Wolinsky, Mosely and Coe, 1986), substantiate the 
supposition that elderly people are more likely to visit a 
physician for the same diseases. 
We have seen that patterns of help-seeking behavior among 
lower class ethnic groups appear to be strongly influenced by 
both the conditions of poverty and the existence of tightly 
knit social networks (Cockerham, 1989) and structural 
impediments (such as government regulations, availability of 
clinics etc.) 
Poverty can touch almost anyone, but some groups tend to 
be more visible among America's poor. Minorities have 
consistently been over represented among the poor. The 
elderly are highly susceptible to slipping into poverty, 
particularly after age seventy (70). Most elderly Americans 
survive on small, fixed incomes, often living alone, and many 
of them have had their savings depleted by illness (U. s. 
Bureau of Census, 1987). 
Children account for a surprising share of the poor also. 
In fact, one out of every five children in the United States 
is living in poverty (U.S. Bureau of Census, 1987). Women 
15 
also account for a considerable disproportionate share of the 
poor. Almost half of all families headed by women are poor, 
a situation that is readily apparent in industrialized 
societies in all parts of the world (Abowitz, 1986). 
The Poor/"Underclass" and use of Health care services 
The physical and social environment of underclass life 
appear to render people vulnerable to a range of disorders. 
Economic hardship, frustrated aspirations, chronic job 
insecurity, and disrupted social ties, are all features of the 
poor. Recent research has also suggested that poverty is 
conducive to stress and social isolation (Marrot 1986). These 
contribute to general susceptibility and an enhanced risk of 
illness. We must bear in mind, however, that the relation 
between poverty and health goes two ways: living in poverty 
often leads to poor health, and in turn, poor health 
diminishes the ability to work and earn income, thus creating 
a vicious cycle. The debate concerning the relative 
importance of each process has not been resolved although most 
researchers seem to agree that the relationship mostly 
reflects the adverse effects of poverty on health status 
(Dutton 1986; Fox, et al., 1985). 
A crucial link in the cycle of poverty and illness is 
inadequate health care. The same factors leading to poor 
health, such as lack of employment and financial resources, 
16 
family disorganization, and social isolation, also create 
barriers to timely and effective health care. Even though the 
gap between the poor and the non-poor in utilization of health 
care services has been narrowing (Andersen, et al., 1987; 
Dutton 1986; U.S. Department of health and Human Services, 
1985) and according to some sources has disappeared (see 
figures reported by Davis, et al 1987; Yelen et al 1983). 
" ... studies which have taken level of disability into account 
indicate that the poor still receive less care for their 
illness than the affluent, similar visit rates 
notwithstanding" (Dutton 1978: 349; see also Dutton 1986; 
Cornelius 1988; Gwendelman and Schwalbe, 1986). More 
importantly, the loci of care received by the poor and the 
non poor differ considerably. The indigent population 
receives care primarily from public and emergency facilities 
(Davis and Millman 1983). This is a source of major concern 
in a time when budgets for health services are being 
streamlined and public institutions are required to be more 
cost conscious. As Aday recently noted: "People who use 
hospital outpatient departments as their regular source of 
care ... are prime candidates for dumping or underservice in the 
increasingly constrained health care environment" (Aday 1987). 
Large variation exists within the poor population, both 
in terms of their own characteristics and with respect to 
services they receive, and these differences have frequently 
been overlooked in broad-based population and program 
17 
evaluation studies. Comparison of the poor and non poor, as 
is often done, ~epicts the central tendencies in need, 
insurance coverage, and health care use among the poor. It 
rarely focuses, however, on the variation around the central 
tendency. It is clear that some poor do have heal th coverage 
while others do not, some appear to make more effective use of 
health services while others appear not to; and reduced social 
functioning (activity) is found among many but not all poor. 
Appreciating these variations within a population of similar 
economic standing is crucial for the understanding of health 
and heal th care in the context of poverty. It is also 
essential for policy intervention and for launching 
effective programs to improve health and utilization of 
health-care services. 
Utilization of heal th services is viewed here as the 
culmination of a complex process in which medical need 
interacts with accessibility of services and with individuals' 
predisposition to recognize, take action, and seek help in the 
event of symptoms. This conceptualization assumes a process 
that is determined in part by individuals' needs for medical 
care, but which is qualified by differential propensities to 
use services, associated with socio-cultural characteristics. 
The process is further constrained by structural features of 
the social context in which individuals live and interact. 
The specific components of the framework were developed 
by Andersen (1968) and elaborated in more recent work by Aday 
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and Andersen (1975) and Andersen, et al (1987). The process 
of health services use flows from predisposing and need 
factors to utilization, and is constrained by certain enabling 
factors. The various factors involved in the process may be 
grouped as demographic, social, and access attributes. This 
framework has been employed extensively in the past two 
decades and comprehensive descriptions of it exist in the 
literature. Here we will discuss its components only briefly 
in order to underscore those factors most pertinent to the 
health and health care of the underclass. 
Three different explanations as to why the poor have 
lower rates of utilization of health services in relation to 
need have appeared in the literature. These include: (1) 
financial resources; (2) culture of poverty; and (3) system 
barriers. The financial resources explanation consists of the 
claim that the poor cannot afford to purchase the heal th 
services that they need. Although public insurance programs, 
and medicaid in particular, have substantially reduced 
financial barriers to health care, these have not disappeared. 
Davis and Rowland (1983) noted the correlation of poverty with 
lack of health insurance. This pattern is more prevalent 
among Blacks and other minorities and in single person 
households (Monheit, et al., 1985). Lack of health insurance 
was further shown to reduce physician visits even among those 
suffering from poor health, and uninsured persons are more 
likely to be treated in outpatient clinics and emergency 
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facilities. 
The culture of poverty explanation derives from the 
notion that attitudes and norms characteristic of poor people 
tend to retard use of health services (Rundall, et al., 1979). 
Therefore, there is the propensity to pursue other types of 
care, preferably using less of the Western medicine. However, 
socio-economic status, as measured by income and education, 
seem to be a much stronger predictor of heal th services 
utilization than ethnicity. Until recently, it was generally 
believed that lower-class persons tended to under utilize 
health services because of a culture of poverty is a 
phenomenon characterized by dependence, fatalism, inability to 
delay gratification, and a lower value placed on health (being 
sick is not especially unusual) (Rundall et al., 1979). 
Oscar Lewis (Lewis 1968) further states that this culture 
of poverty is both an adaptation and a reaction of the poor to 
their marginal position in a class-stratified highly 
individuated, capitalistic society. It represents an effort 
to cope with feelings of hopelessness and despair that develop 
from the realization of the improbability of achieving success 
in terms of values and goals of the larger society. This 
concept of culture of poverty no doubt, given its 
characteristics, influences the individuals trapped in it and 
their possible use of the available heal th care services. 
Most of the residents of Roseland are poor, with high 
unemployment rates, and these characteristics will normally 
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affect the way they use health care services. 
Low wages and chronic unemployment and under employment 
lead to low income, lack of property ownership, absence of 
savings, and a reduction in the possibility of effective 
participation in the heal th care system. Inherent in the 
culture of poverty, there is the tendency to think that the 
low income individuals under-utilize health care services. 
Since 1968, several studies (Sharp et al 1983; Andersen et al 
1979; Cockerham, 1986) have confirmed that it can no longer be 
assumed that low-income persons under utilize physician 
services. This higher rate of utilization of health care 
services by the low income group was largely due to Medicaid 
and Medicare health insurance programs. Even though the poor 
are visiting doctors in greater numbers, this does not mean 
that they use the same sources of medical treatment in 
proportions equal to those of higher income groups. In his 
review essay on poverty and health McKinlay (1975) noted that 
among the poor there is a tendency to 'normalize' symptoms and 
irregular occurrences, and to view them as part of the 
hardship one must expect when in poverty. Members of the 
underclass live in crisis existence with major problems of 
employment, finances, housing, and family ever present. Hence 
sickness may not always receive the priority it is given in 
less distressed segments of society. Delayed attention to 
early symptoms may account for the tendency of the poor to use 
urgently needed curative services. It was also found that the 
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low income population is more likely to use self-medication 
and treatment within their own networks and delay or 
completely forgo standard medical care (McKinlay, 1975). An 
additional factor in the 'culture of poverty' argument is that 
population groups living in poverty are often alienated from 
major social institutions and such alienation is related to 
decreased belief in professional health orientation (Dutton, 
1978) . 
Overall, half of all poor people in America are either 
under 18 years of age or over sixty-five years (U.S. Bureau of 
Census, 1986). Differences between income groups in regard to 
where they seek care is obvious and consistent. People in 
families with higher incomes are shown to have received 
medical services in private doctor's offices and group 
practices, or over the telephone while people in families with 
lower incomes were more likely to contact hospital outpatient 
clinics or emergency rooms. A clear pattern emerges of a dual 
health care system "a private" and "public" system. In the 
public system, the patient is likely to receive less quality 
medical care, spend longer amounts of time in waiting rooms, 
not have a personal physician, cope with more bureaucratic 
agencies, and return after treatment to a living situation 
that is less conducive (Cockerham, 1989). Many poor 
individuals tend to go to public health facilities for their 
health care services. 
While some of the economic hardship experienced by 
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Blacks and other minorities in metropolitan areas may be 
attributed to past migration and concentration patterns, urban 
poverty is closely linked to structural changes that are 
currently taking placed in the economy. The transformation of 
the industrial structure manifest in the growth of the service 
sector and high-technology manufacturing, along with the 
restructuring and contraction of traditional labor-intensive 
manufacturing and services, have considerably affected the 
availability of jobs in urban areas of the North. The 
changing nature and location of economic activity in 
metropolitan areas -- most notably the shift of wholesale and 
retail trade as well as manufacturing -- from the inner city 
to suburban areas has reduced the accessibility of jobs for 
many inner city residents (Kasarda 1983). In addition, 
increased polarization of the labor market to low-wage and 
high-wage sectors, further altered the opportunity structure 
and is detrimental to the poorly educated and less skilled. 
The cumulative effect of these changes has been deeper 
"Ghettoization" and crystallization of an urban underclass 
(Wilson, 1987). New service jobs and advanced-technology 
manufacturing offer little opportunity to the inner-city poor, 
and faced with declining alternatives a growing number of 
these individuals experience joblessness. 
While joblessness is a central characteristic of the 
underclass it is by no means the only dimension of hardship. 
Family disorganization and social dislocation of the poor have 
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been the focus of growing concern in both academic and policy-
oriented discussions. With respect to Blacks, a recurrent 
theme has been that the disorganization of families in poverty 
is a response to the conditions of deprivation. In 
particular, studies have shown that female-headed households 
are heavily represented in the poverty population. This is 
true not only for Blacks but for Whites as well (Wilson, 
1987) . 
As to the social dislocation of the poor, and the growing 
distance between them and the rest of society for many years, 
this has been attributed to the 'culture of poverty'. In his 
most recent work Wilson (1987) argues for replacing the 
concept of culture of poverty with that of 'social isolation'. 
He notes that while both concepts recognize the association 
between the cultural traits and structure of social 
constraints and opportunities, the former places strong 
emphasis on the autonomous nature of cultural traits once the 
individual comes into existence (Wilson, 1987), Social 
isolation, in contrast, is used to describe social and 
institutional mechanisms that aggravate patterns of social 
dislocation. Social isolation, in this context, is 11 ••• the 
lack of contact or of sustained interaction with individuals 
and institutions that represent mainstream society ... " 
(Wilson, 1987). Such contacts can influence the use of health 
care services, especially by the minority population. 
One dimension of underclass circumstances that has 
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received considerable attention in recent years is that of 
health and life chances. This concern stems from the 
perception of good health as a right which society must strive 
to provide to all its members, and from the notion that good 
health is essential for equal access to available 
opportunities. 
The link between poverty and ill-health, therefore, is 
well established. Research findings consistently show that 
poor persons and ethnic minorities have higher rates of 
morbidity and mortality than the non poor and White 
population. Sharp, Ross and Cockerham (1983) reporting 
findings from the Illinois Health Survey, underscored the 
inverse relationship between income and education on the one 
hand, and reported symptoms on the other. Blacks tended to 
have more physical symptoms even when differences in age and 
education were controlled. 
In a recent review article Dutton (1986) cites a large 
body of research which indicates that the poor have more 
severe illness, experience more days of restricted activity, 
and are considerably more likely than the affluent to report 
their health as either fair or poor (rather than good or 
excellent) . 
In addition to the "Culture of Poverty" and "Social 
Isolation" a third explanation relating poverty to the use of 
health care services is the systems barrier approach. This 
explanation focuses on organizational barriers inherent in the 
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more 'public' -- bureaucratic system of health care which the 
low income population typically confronts. Individuals from 
lower social classes are typically at a disadvantage in 
bureaucratic settings. They have a more limited role 
repertoire than middle class individuals and greater 
difficulty in understanding professional technical 
explanations and procedures (Dutton, 1979) . Furthermore, the 
poor are less likely than others to have any regular source of 
care and this strongly affects the likelihood of their seeking 
help for any given medical incident (Andersen and Aday 1978). 
In Dutton's view, the strongest explanation for low use 
of services by the poor in relation to need was the systems 
barrier explanation. This explanation focused on 
organizational barriers inherent in the more "public" system 
of health care typically used by the poor, such as hospital 
outpatient clinics and emergency rooms. This type of barrier 
pertains not just to the difficulty in locating and traveling 
to a particular source of care, but also includes the general 
atmosphere of the treatment setting, which in itself may be 
impersonal and alienating (Dutton, 1978, Wilson, 1984). The 
majority of people in Dutton's study were Blacks. 
Discrimination and use of Health care Services 
Addressing the differences in health between Blacks and 
the majority White population, a central theme in the 
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literature has been that the gap in morbidity and mortality 
reflects the inferior economic position of Blacks, and the 
state of poverty which many Blacks experience. For instance, 
in describing Black child mortality in the early part of this 
century Eubank (1987) concluded that " ••• the findings suggest 
that a large part of the differences in infant mortality 
between Blacks and Whites in urban areas is accounted for by 
relatively low incomes among Blacks ••. " (Eubank 1987:117). 
Similar explanations have accompanied findings of high adult 
mortality and morbidity among Blacks, and the relatively low 
rates of health services utilization (Eubank, 1987). Long 
standing patterns of discrimination limited the access of 
Blacks to better social opportunities and incomes, as well as 
to more congenial living environments, and better heal th care. 
While focusing on health and access to services, the category 
of Blacks stands for unique economic hardship combined with 
institutional arrangements which systematically excluded 
Blacks from the main stream of American society. 
While much has changed in the past twenty years for 
Blacks, both in terms of health status and access to health 
care (Davis, et al 1987) current behavioral patterns still 
reflect the structural constraints of the past. The shortage 
of Black physicians, restricted access to certain medical 
facilities, and employment patterns which seldom provided 
Blacks with full health care coverage, all serve to shape 
group-specific patterns of behavior that affect both the level 
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of health and use of services. Although it is probably the 
case, as (Wilson, 
discrimination is 
discrimination in 
1987) has pointed out, that " ... historic 
far more important than contemporary 
explaining the plight of the ghetto 
underclass ... " institutional discrimination may still 
constrain the type and quality of health care that Blacks 
receive. 
Having a regular source of care has been identified as an 
important variable in help-seeking behavior (Anderson et al., 
1987). This situation implies that the patient is relatively 
comfortable with the relationship and has some trust in the 
physician's skills at diagnosis and treatment. Low-income 
people receiving medical care in the public sector are less 
likely to have a personal physician and must be treated by 
whichever physician happens to be on duty in a hospital or 
clinic. 
While the effects of finance, poverty, and of system 
barriers (see Appendix 7 for Definition of Terms) on health 
care have been central to the behavioral model of utilization, 
other factors have received less attention. In particular a 
specific concern with the state of poverty has been lacking. 
Rather than referring to the notion of 'culture of poverty' we 
would like to consider here a closely related dimension of 
'social isolation' -- the lack of contact or of sustained 
interaction with individuals and institutions that represent 
mainstream society. Due to patterns of geographic 
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concentration and segregation, isolation has become a familiar 
characteristic among the underclass. Not only are many 
detached from the broader society but many also live in a 
state of disorganization with regard to community 
participation and/or family structure. To the extent that 
this phenomenon is present it is likely to pervade additional 
areas of life including health care. 
Low Income Children and Use of 
Health care services by Children 
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American children have become increasingly poor over the 
last twenty years. By contrast with elderly Americans, whose 
poverty rate was roughly cut in half between 1970 and 1987, 
poverty rates among children under eighteen increased by 
roughly one-third from 15 to 21 percent over this same period 
(Select Committee on Children, Youth, and Families 1989). The 
increase in child poverty has been highest in the large 
urbanized states in the Northeast and Midwest. Out-migration 
of middle-and working-class populations and jobs over the last 
thirty years in such cities as New York and Chicago (see 
Kasarda 1985) has increased the concentration of minority 
children in urban areas and caused poverty rates among 
central-city minority children to increase sharply (Testa 
1990) . 
There is also evidence of increasing economic disparity 
among lower-income children. Duncan and Rodgers (1989) report 
a sharp increase in the persistence and severity of poverty 
among younger black women with children between the late 1960s 
and mid-1980s, in contrast to older black women and white 
women of all ages. 
These changes in the economic status of extremely poor 
children and the places where they live have concentrated 
children at greatest risk for a wide variety of health 
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problems in depressed inner-city areas. Much evidence 
suggests that the incidence and severity of many childhood 
diseases and disabilities are most pronounced among poor 
children. Poor infants, particularly those born to black 
mothers living in poor neighborhoods, are more likely to have 
a low weight for their gestational age at birth than more 
prosperous children and are more likely to die during their 
first year of life, particularly in the postneonatal period 
(Collins and Davis 1990). Poor children are also at higher 
risk for childhood diseases and accidents more than prosperous 
children. Disease and injury among poor children are both 
more frequent and more severe when they occur (Wise and Meyers 
1988; Starfield 1982; Iller et al. 1989). Finally, poor 
children appear to be at greater risk for psychosocial or 
developmental difficulties stemming from high levels of family 
stress, maternal depression, and inadequate social support 
(Parker et al., 1988). This lack of environmental support and 
oversight may also contribute to higher accident rates, poor 
diet, and failure to seek care for minor ailments before they 
become serious (Wise and Meyers 1988). 
The available evidence, in short, is all consistent with 
the argument that the poorest, sickest children are 
increasingly concentrated in single parent families living in 
depressed inner-city areas, particularly in the large 
urbanized states of the Northeast and the Midwest. Given the 
tendency for physicians to locate in upper-income areas 
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(Kletke and Marder 1987; Kindig et al. 1987; Knapp and 
Blohowiak 1989), this concentration of children most at risk 
for a wide variety of health problems in extremely poor areas 
tells us that the sickest children are increasingly 
concentrated in areas where access to care is most 
problematic. 
Chicago is frequently cited as a prototype of these 
trends in family status, poverty, location, and health (United 
Way of Chicago, 1988). Chicago's proportion of births to 
unmarried mothers is among the highest in the country. 
Seventy percent of the black children born in the Chicago area 
in 1984 were born to unmarried mother, and almost half of all 
black children in the city lived with their mothers only. 
Sixty-two percent of black children in such families were in 
households below the poverty level, compared to about thirty 
three percent of similarly situated white children (United Way 
of Chicago 1988) . Poor households in Chicago have become 
increasingly concentrated in poor areas with more than 40 
percent of the population below the poverty level doubled 
between 1970 and 1980 (Wilson 1987; Nathan and Adams 1989), 
and the size of these areas increased by more than 50 percent 
(Greene 1988) 
Chicago's measurable child 
concentrated in these areas. 
health problems are 
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Table 3 
social Conditions and Child Health in Chicago's Ten Poorest 
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Chicago Department of Health; and research staff of 
Northern Illinois Planning Commission. 
Includes all community areas included in whole or in 
part in zip codes 60609, 60612, 60621, 60622, 60624, 60627, 
60636, 60637, 60644, 60653. 
Rate for city as whole; includes poorest zips. 
Postneonatal deaths are per 1,000 live births; 
homicide rates are per 1,000 total population; all other 
rates are percentages of the appropriate base, e.g. 28.1 
percent of births in the poorest zip codes are to teenage 
mothers. 
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As shown in Table 3, these zip codes contained less than 
one quarter of the city's children, but the community areas 
contained in whole or in part of these zip codes account for 
three-quarters of the city's postneonatal deaths, 70 percent 
of the births to teenagers, 65 percent of the reported measles 
and sexually transmitted disease cases, and 60 percent of the 
low-weight births. Postneonatal mortality and teen birth 
rates in these areas were three times those in the balance of 
the city, and the rate of low-weight births was more than 50 
percent higher. Homicide rates and the rate at which 
potential years of life are lost, measures heavily influenced 
by child mortality, are markedly higher than those in the city 
as a whole. 
To the extent that the income profile of disease in 
chicago follows that reported elsewhere, children are markedly 
sicker in these zip codes than elsewhere (Miller et al., 
1989). These areas contain high concentrations of low-income 
households and family circumstances correlated with child 
health problems. Almost 60 percent of the city's poor and 
over half of the black female-headed households with children 
reside in these areas. Given the high rate of births to 
younger mothers, these areas are also likely to contain a 
disproportionate number of children with teenage mothers. The 
housing occupied by poor single-parent households is more 
dilapidated than that of more prosperous groups (Fossett and 
Orfield 1987), suggesting that lead exposure and accident 
34 
rates may be higher than elsewhere, and there is evidence that 
children from these areas are likely to have stunted growth 
(Miller et al. 1989) . While crack use in Chicago has not 
reached the epidemic levels reported in other cities, there is 
considerable informal evidence of high levels of prepartum use 
of heroin and cocaine, and most of Chicago's pediatric AIDS 
cases are concentrated in these areas. 
The poorest and sickest children in Chicago, in short, 
most of whom are already Medicaid-eligible through their 
enrollment in AFDC, are concentrated in extremely poor areas, 
while more prosperous, healthier children are more 
suburbanized and more dispersed throughout the city. 
Social Supports, social Networks 
and Use of Health care Services 
35 
The American society is not influenced as much by race or 
ethnicity as it is by conditions of poverty and the 
limitations of low income. Efforts by Blacks to use public 
medical facilities and in some cases, folk healers, can be 
seen as attempts to cope with heal th problems within the 
context of one's resources and social environment (Cockerham, 
1989). Thus, knowledge of disease and family authority appear 
as the key intervening variables in a person's medical 
orientation, as knowledge assists in recognition of symptoms, 
while family authority impels the sick person into the 
professional health care system. Alternatively, low knowledge 
about disease and/or weak family authority could act as 
inhibiting factors in obtaining professional treatment. 
The issue of family structure has been drawing increasing 
attention as female headed households have come to constitute 
a growing share of the poverty population. On the basis of 
the 1977 National Medical Care Expenditure Survey, Berk and 
Taylor ( 1984) concluded that divorced women were twice as 
likely to lack health insurance as were married women (14 
percent and 7 percent, for the two groups respectively). Not 
only marital status, but also family size is likely to affect 
the patterns of health services utilization. Large family 
size is generally associated with lower utilization of 
services and this may be of particular importance in the 
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circumstances of poverty (Andersen and Kasper, 1973). 
The family and other social groups (social network) have 
been found to guide the perceptual process or signal the 
perspective from which the total society is viewed. For this 
reason some studies in the literature have emphasized the 
social network as a determining factor in help-seeking 
behavior (Randelet, 1981) . This social network refers to the 
social relationships a person has during day-to-day inter-
action which serve as the normal avenue for the exchange of 
opinion, information and affection. In the case of health 
care utilization, the role of the social network and its 
specific values, opinions, attitudes, and cultural background 
act to suggest, advise, or coerce an individual into or taking 
particular courses of action regarding health care and/or to 
not seek help. 
Because of the influence of social networks on use of 
community services, quality of mother child interaction and 
the buffering of stressful life condition, assessments of the 
parent's social supports can provide valuable information to 
service providers, and social service agencies helping the 
young family. An assessment of social support can 1) 
contribute to a profile of those most likely to seek certain 
services, 2) provide a clinical assessment for the service 
provider at the time of intake and 3) be used to measure 
program impact (Telleen, 1985). 
An assessment of participants' social networks can 
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contribute to a profile of those most likely to seek the 
services of family support programs. Social networks of 
parents with young children are related positively or 
negatively to their help-seeking behavior and the utilization 
of community services. Powell (1983) found that the users of 
a family support/education had more contacts with friends than 
nonusers, possibly indicating the need for at least a moderate 
proficiency of social skills to participate in these programs. 
Birkel and Reppucci (1983) also found that the density and 
relationships within the network were related to utilization 
of community services. High density networks among family 
members were related to less service use than low density 
networks among family members when those networks include both 
family and friends (Telleen, 1985). 
Social network analysis can also be used by the service 
provider at the time of intake. The inquiry regarding 
resources available to parents at the time of intake can 
provide helpful information to the service providers regarding 
needs, supports and satisfaction with that support at the time 
of program entry and can assist the service provider in 
planning for the needs of the participant (Telleen, 1985). 
The family is presumed to be an important factor in the 
acquisition and support of health behavior, and presumably a 
fertile area for health behavior research. Reviews of the 
literature (Baranowski and Nader, 1985; Campbell, 1978; 
Gochman, 1985) repeatedly affirm that little has been done on 
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how family structure, process, or child-rearing practices 
affect children's overt health behaviors or their beliefs 
relevant to health and illness. 
Ramachandran and Shastri (1983) observed that decisions 
to seek medical care at specific sites were often influenced 
by the location of relatives near such sites. Pilisuk and 
Froland ( 1978) indicated how circles of "intimates" have 
replaced families in urbanized and mobile societies, pointed 
out the value of such social support networks in the area of 
health and illness, and outlined a model of network analysis. 
Wallston, Alagna, De Vellis, and De Vellis (1983), in the 
context of reviewing the literature on social support and 
physical health, identified how social supports are related to 
adherence to medication regimens and to self-management 
program. 
Other ways in which the breadth of social networks and 
support systems influence health behaviors are observed in 
Finlayson's (1976) observations that women whose husbands had 
more successful recoveries from heart attacks had wider social 
contacts than those whose husbands had less successful 
recoveries; in Baranowski and Colleagues' (1983) observations 
of the differential influence on breast-feeding of specific 
members of a mother's network, depending on ethnicity; in 
Calnan's (1983) observations in Britain that in case of sudden 
illnesses or accidents away from home, decisions to seek 
medical care are made more quickly when others are consulted 
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than when no one is consulted; in Frankel and Nuttall's (1984) 
findings in a Canadian sample that social support becomes a 
significant predictor of use of physician services for persons 
experiencing high distress in Furstenberg and Davis's (1984) 
case history observations showing how conversations among 
older persons which either sought or transmitted information, 
or which led to help with daily tasks, also led to social 
support that reinforced health actions and use of health 
services. 
As buffers, social supports have been shown to moderate 
the relationship between life events and health. However, 
beyond the evidence that persons with social supports are 
healthier than those without social support, the relationship 
remains unclear. Some reasons for this lack of greater 
understanding have to do with how social support and social 
networks have been conceptualized (House et al, 1984); other 
reasons have to do with how they are measured (Wortman, 1984; 
Berkman, 1986). 
Much of the earlier literature points to general cultural 
or subcultural influences of the groups in which the 
individual actor is embedded. Although groups are thereby 
shown to have influence on the behavior of the individuals, 
the nature of this influence and the associated networks of 
relationships are not made explicit. The reasons for this 
lack of knowledge are conceptual and methodological. Lack of 
complete and precise conceptualization of the nature of the 
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relationship between social networks and health behaviors has 
resulted in insufficient data gathering, and thus relatively 
little progress in defining the precise role played by network 
embeddedness in the use of health services (Berkman, 1986) 
One's ties with social networks is another factor that 
takes on special significance in the context of ethnic and 
class differences in health care. Past research has shown 
that among the poor, persons with tight kinship networks tend 
to consult within the group, prefer self-medication, and delay 
approaching "mainstream health care providers" (Mckinley, 
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Research suggest that African Americans who live in urban 
areas densely populated with other African Americans are more 
likely to hold distinctly African American values and to be 
strongly racially identified (Fischer, 1982; Broman et al., 
1988) • 
Network theory suggests that involvement in any group or 
organization increases with feelings of integration (Durkheim, 
1955). Integration, most often defined as feelings of 
belonging, acceptance, and similarity, has been studied in a 
variety of ways. The extent to which network members are 
incorporated into the consumer's help seeking behavior, the 
more likely they are to be supportive of it. 
It has been maintained within the literature that 
matching the race of the provider and consumer (help seeking 
individual) alleviates the consumer's fear of discriminatory 
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treatment and increases his/her perceptions of acceptance as 
well as therapeutic rapport (Adebimpe, 1981). Others argue 
that greater compatibility specifically in communications and 
value systems which characterize racially homogenous 
interaction (Flaskerud, 1986; Boyd-Franklin, 1988) suggests 
that, irrespective of the race of treatment staff, perceptions 
of being genuinely supportive of African Americans and their 
community may enhance their feelings of acceptance and 
belonging. In addition, providing services in a culturally 
sensitive or compatible way may also enhance feelings of 
integration and commitment to utilization and other forms of 
treatment (Cheung and Snowden, 1990; Flaskerud, 1986). 
Given the ethnic representation in the community area 
being studied, as well as the variation in family structure -
ranging from single-parent to conventional intact family 
households, the issue can be thoroughly examined. 
Overall, we have seen that medical care for minorities is 
a complex problem, and it not only because of poverty and 
discrimination that there is a difference in health between 
Black and White Americans. Public Health professionals often 
complain that poor people, particularly poor blacks, do not 
take advantage of the preventive care that is available 
(Bullough, 1982). It should be evident from the literature 
reviewed, that the health problems faced by the large 
proportion of the black minority community remain monumental. 
In part, these difficulties can be understood by looking at 
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the past history of the American Black because this past has 
left its mark on today. 
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Community Empowerment and use of Health Care services 
In our attempts to understand the health care problems of 
the African Americans and other minority groups, it would be 
very appropriate to involve them in this process. Programs 
and strategies designed to respond to the health care needs of 
the African American without their active participation might 
not be very successful. Our objective as professionals and 
policy makers is therefore to focus on the individuals, 
empower them so that they can become contributing members to 
the society. Enhancing health care utilization within the 
African American population can best be achieved through 
empowering members of this community by involving them in 
decision making, planning, policy development on health care 
issues. 
Since the 1960s, much has been written about empowerment 
in the literature of community (Florin & Wandersman, 1990; 
Guiterrez & Ortega, 1991; Payne, 1989; Prestby, et al., 1990; 
Rappaport, Zimmerman, 1990; Spaniel, Zipple, & Cohen, 1991; 
and counseling psychology (Bowen, Bahrick, & Enns, 1991; 
Carballo & Miller, 1989; Glassman, 1991; Lee, 1991; Mcwhirter, 
1991; Riesman, 1990). 
In the context of community based political activism, 
empowerment is conceptualized less in terms of the personal 
development of each individual activist toward self-
determination, but more as the simultaneous development of 
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many individuals who are collectively, involved to change the 
quality of life in their community. Empowerment is seen as a 
process by which people assess their needs, set goals, develop 
their sense of competence and effectiveness, strengthen their 
pride, determination and dignity, and build specific skills 
needed to activate support and resources available to them. 
On the most general level, empowerment has been defined 
as gaining control and mastery over the environment 
(Rappaport, 1982, 1987; Kieffer, 1984, Zimmerman and 
Rappaport, 1988). This includes changes in beliefs and 
attitudes one holds, as well as observable changes in 
behavior. These changes can occur on the individual, 
interpersonal and organizational level. Change can occur in 
two directions. Individual empowerment can contribute to 
group empowerment; and an organization can foster empowerment 
in an individual (Guiterrez, 1990). The typical example of 
this is the use of community based organizations in service 
delivery. 
Perhaps the most important aspect of empowerment 
identified by researchers in community psychology (for example 
Kieffer, 1984) is the need to understand and study it as a 
dynamic process rather than a static condition. In other 
words, empowerment is a set of beliefs, attitudes and skills 
that are developed and nurtured over time through interaction 
with other people and organizations. For example, Kieffer 
(1984) discusses the importance of direct and actual 
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experience in the development of participatory competence of 
community activists. He refers to a continuous cycle of 
experience and reflection. Experience allows the activist to 
gain and practice the skills needed, while reflection on these 
experiences results in new understandings about the importance 
of goals and actions and community base networks, etc. 
In the context of low-income African-American 
communities, residents are encouraged to become genuinely 
involved in making decisions and addressing policy issues that 
affect their quality of life. Increasing local residents' 
participation in community activities typically leads to 
improved neighborhoods, a stronger sense of community, and 
personal and political efficacy (Florin & Wandersman, 1990; 
Chavis & Wandersman, 1990). However, recent studies suggest 
that political empowerment for impacting the health status 
within African-American communities is more complex than some 
of these processes (LaVeist, 1992). 
Powerlessness is a structural problem embedded in the 
fabric of our social institutions. Community empowerment and 
self-reliance are valuable strategies that need to be promoted 
on a large scale for poor communities (Braithwaite & Lythcott, 
1989). Freire (1989) has effectively applied community 
empowerment principles to address the illiteracy problem in 
Brazil. Freire defines community powerlessness as a pervading 
state of mind in which the individual assumes the role of 
"object," controlled by the random impulses of the environment 
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as opposed to "subject," exerting significant influence on 
factors that affect one's life and community. In the context 
of this definition, the individual is thus alienated from 
genuine participation in the construction of social reality. 
For Freire, powerlessness results from the passive 
acceptance of oppressive cultures. Powerlessness further 
combines an attitude of self-blame, a sense of generalized 
distrust, a feeling of alienation from sources of social 
influence, an experience of disenfranchisement and economic 
vulnerability, and a sense of hopelessness in the 
sociopolitical struggle. Other authors (Swift, 1984; Russel-
Erlich & Rivera, 1986) characterize empowerment as a process 
rather than a product or an event. Consequently, empowerment 
is often viewed as a political process, suggesting a societal 
redistribution of power and advancement of equity among 
community stakeholders. 
Braithwaite and Lythcott (1989) have advocated a 
community organization and development approach as an 
antecedent to community empowerment. They emphasize that 
poverty of the spirit and of resources remains the antecedent 
risk factor of preventable disease. Poverty and powerlessness 
create circumstances in people's lives that predispose them to 
high levels of social dysfunction, the highest indices of 
morbidity and mortality, the lowest access to primary care, 
and little or no access to primary prevention programs. 
Empowerment will possibly reverse these occurrences for the 
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African American population. 
Evolving from these areas of study, Wallerstein and 
Bernstein (1988) argue the empowerment education is an 
effective health education and prevention model for personal 
and social change. While considerable research documents the 
effects of lack of control or powerlessness in disease 
causation or, conversely, of empowerment in heal th 
enhancement; the literature in social epidemiology and social 
psychology examines lack of control over one's life as a risk 
factor stemming from an overburden of life demands without 
adequate resources to meet such demands (Syme, 1986). This 
literature points out the need for communities defined as 
"powerless" to affiliate with those external groups or 
organizations that can access resources in a meaningful manner 
consistent with the empowerment imperative. 
Labonte (1989) offers a definition of empowerment, 
suggesting that "it is the ability to choose or increase one's 
capacity to define, analyze and act upon one's problems. " 
Inherent in this definition is that health professionals do 
not empower individuals or communities, but rather that 
individuals and communities (choose) to empower themselves. 
Couto (1990) advances a definition of empowerment similar to 
that of Labonte (1989), where empowerment is viewed as the 
transfer of information, skills, and resources that improve 
the decision-making power of individuals or groups. 
Embedded in most definitions of community empowerment is 
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a philosophy that members of a community are their own best 
resources for effecting change in the community. This idea is 
rooted in the notion that community members can participate in 
the process of shaping the conditions that affect their lives. 
This approach promotes a sense of ownership and a vested 
interest in seeing to it that change is achieved and 
maintained. Disease prevention research points to the need 
for reestablishing community linkages in order to counteract 
the effects of isolation and loneliness and to build 
"psychologically" healthy communities that empower people to 
acquire control over their lives (Bernard, 1986) . A study by 
Resnick (1980) concerning minority populations in low-income 
communities are best met by empowering the community to carry 
out its own prevention programs. 
Katz (1984) defines empowerment as access to and control 
of valued resources. This definition implies that there are 
people who are oppressed or disempowered-that is, they have 
limited or no access to valued resources. Since access and 
control of resources are associated with power, it is 
reasonable to consider those persons without access or control 
to be "power poor," enabling them to become "power equals." 
This group is then enabled to play a central role in 
identifying its problems, creating workable solutions, and 
monitoring and controlling resources. Such an outcome can be 
identified as a "bottom up" approach, typical of an inverted 
triangle with the base, rather than the peak, at the top. 
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Low-income African Americans are typically identified as 
medically underserved or lacking access to health care. Lack 
of access is the result of several interrelated barriers. One 
barrier to access is obviously financial; low-income African 
Americans with no health insurance have great difficulty 
obtaining health care. African Americans are about two-thirds 
more likely than whites to be uninsured. Although the rates 
among poor African Americans and poor whites are similar and 
are estimated to be approximately 35 percent, the lack of 
health insurance is an increasing social challenge (Short 
Cornelius & Goldstone, 1990). A second barrier is 
accessibility. For example, in the state of Georgia there are 
159 counties. In 1989, forty counties had no physician who 
would provide treatment for Medicaid patients, and 78 counties 
had no obstetrical and gynecological care for any patient 
(Georgia Council on Maternal and Infant Health, 1989). Even in 
Atlanta, a city with more hospital beds and more physicians 
than can be justified by the size of the population, many of 
the poor still face accessibility barriers in which the only 
source of heal th care is typically a single large public 
hospital. A third barrier to access may be termed "lack of 
acceptability." This barrier is particularly relevant for 
low-income people who may be easily intimidated by middle-
class health professionals. These low-income people often 
find the staff at public facilities unsympathetic or hostile. 
They are often unable to establish relationships with personal 
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physicians that middle-class people take for granted. This 
barrier, indeed, is another manifestation of the 
aforementioned lack of empowerment which can adversely 
(negatively) contribute to the use of health care services by 
the African American population. 
SUMMARY 
In summary, the author of this research conducted the 
literature review on health care utilization by the poor 
minority Black population with emphasis on the following 
areas: the poor/underclass, discrimination, isolation, low 
income infants, social support, social networks, community 
empowerment and the use of heal th care services. This 
literature review was guided by the theoretical frameworks of 
Oscar Lewis on the "Culture of Poverty", and William Wilson on 
the "Underclass and Social Isolation", and the role of social 
networks and social support systems 
Although the literature points to three explanations for 
low utilizations (financial, culture of poverty and systems 
barriers), other factors such as social isolation, family 
structures, social supports and social networks need to be 
explored further. 
The author will utilize some of the successful strategies 
cited in the reviewed literature and attempt to look for 
answers to some of the unanswered questions raised in the 
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literature on the use of health care services by the African 
American minority population in the Roseland area, on the 
southside of the city of Chicago. 
CHAPTER 3 
CAPACITY OF THE CURRENT HEALTH CARE DELIVERY SYSTEM 
IN ROSELAND: A DETAILED ANALYSIS 
Historical overview of Roseland 
This chapter gives a historical analysis of the Roseland 
community area. This historical analysis is followed by a 
comprehensive community based needs assessment, coordination 
of services and barriers that constrain health care providers 
and health services delivery in poor communities, with 
particular reference to Roseland. 
The Roseland community area is located on the far South 
Side of Chicago, about 11 miles straight south of the Loop. 
In the middle of the 19th century, the area was mostly 
swampland with occasional patches of dry prairie. It was 
traversed by a high ridge on which ran the Thornton Road (now 
Michigan Avenue), which was also called the Michigan City 
Road. In 1848 a group of North Hollanders came to the Calumet 
region in search of suitable land for truck farming, not too 
far from a market. They settled along the ridge, then called 
High Prairie, between 103rd and lllth Streets. The settlers 
built frame houses along Thornton Road, which was used to haul 
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their produce to Chicago. A meeting house was built by the 
Reformed Church in America Society in 1849. In 1852 two 
railroads were laid through the area the Illinois Central 
and the east (along Cottage Grove Avenue) and the Rock Island 
to the northwest. More Dutch immigrants settled the low 
prairie land between the ridge and Lake Calumet, to the east. 
Some of the Dutch worked on the construction of the new 
railroads. The community area was part of the Town of Lake 
but, in 1867, the area east of State Street became part of the 
newly-incorporated Village of Hyde Park (Local Community Fact 
Book, 1984) . 
The village was called Hope at the time of the 
establishment of the first post office in 1861. The name was 
changed to Roseland in the early 1870's by the local 
residents. The farmers planted flowers as well as truck 
crops, and each cottage produced an annual display of 
brilliant red roses. In 1880 Roseland was a quiet pastoral 
village of 772 inhabitants, retaining Old World language and 
customs on the high prairie of the New World. During the 
decade that followed the entrance of seven new trunk-line 
railroads into the South Side and the establishment of the 
Pullman factory village to the east began to change the 
environment. Swedish, German, English and Irish workers moved 
into the Roseland area, while some of the Dutch went to work 
for the railroad or at the Pullman shops. The annexation of 
both the Town of Lake and the Village of Hyde Park to Chicago 
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in 1889 brought the entire Roseland community area inside the 
city limits. 
In the years that followed the Calumet region became 
steadily industrialized. The Illinois Central Railroad built 
its Burnside shops in the northeast section of the community. 
For many years this was the only industrial development in 
Roseland, although some workers from nearby industries chose 
to locate there residentially. The area remained mostly 
agricultural. Dutch and Swedish remained the predominant 
nationalities, and some Lithuanians moved in during the decade 
before World War I. 
The ethnic make-up of Roseland began to change after the 
war. The new immigrants were increasingly Polish and Italian. 
A handful of black moved into the northern area. By 1920, 
Roseland's population was 28,241. There was still a lot of 
vacant land all over the community, a large portion belonging 
to the railroads. 
Between 1920 and 1930, Roseland's population increased 53 
percent. Lithuanians, Italians, Germans and blacks gained 
steadily in numbers. The building boom of the 1920's changed 
the Roseland community. Modern brick bungalows, two-story 
single-family residences, some two-flats and small apartment 
buildings were erected. By 1929, the residential pattern of 
the community was fairly well established, although there were 
still significant parcels of undeveloped land in the north. 
Roseland's growth slowed during the 1930's and picked up 
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during the 1940's when the population increased by 29 percent. 
Blacks constituted a large portion of this increase, as the 
northern part of the community began to be built up. Whites 
began to move out in the 1950's. In 1950, blacks were 18 
percent of the community population, which now had passed 
50,000. By 1960, they were 23 percent of the total. In 1954, 
the Chicago Housing Authority completed the Governor Frank o. 
Lowden Homes, a 128-unit housing project located north of 95th 
Street. These units were largely inhabited by blacks. 
The last 20 years have brought about a racial turnover in 
Roseland, while the total population continue to grow. In 
1970 blacks constituted 55 percent of the population. The 
most recent count shows blacks to be 97 percent of an all-time 
high number of residents, in excess of 56,493 (1990 Census). 
During the 1960s and 1970s, Roseland was a community 
where blacks escaping the overcrowded areas to the north could 
buy a home and build a future. During this period, large 
numbers of Euro-Americans left Roseland as blacks came into 
the area. However, large numbers of businesses and industries 
began to relocate in southern suburbs with the outgoing white 
populace. By the mid-1970s, 
variety of neighborhood ills 
mortgage defaults, business 
Roseland was experiencing a 
-- unemployment, inflation, 
failures and gang-related 
problems. During the 1970s, over 900 mortgages were 
foreclosed. More than 500 families are in default on 
mortgages insured by the Federal Housing Administration. The 
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Roseland community was the center of "HUD house" controversy 
during the 1970s. A HUD house is a boarded-up house 
displaying a sign indicating repossession by the Department of 
Housing and Urban Development (HUD). In 1979 HUD announced 
the beginning of a repair-and-sell program of repossessed 
houses in the Roseland area. 
The quality of life in Roseland is declining in other 
ways. The infant mortality rate there is 26 per 1,000, one of 
the worst in the city of Chicago. Roseland's only public 
health clinic for babies was destroyed by fire in 1980 and was 
replaced January 20, 1990. Eleven physicians serve a 
community of 64,000 residents compared to 58 physicians in 
1960 and 31 in 1970. The business district on Michigan Avenue 
between 103rd and 115th streets began to decline in the 
1960's. This area once housed Robert Hall, Sears Roebuck, and 
Gately's Peoples stores. These, along with many smaller stores 
and shops, are now closed. Roseland's economic setbacks are 
partly caused by the South Side's dwindling industrial base. 
The nearby Wisconsin steel plant closed and International 
Harvester laid off thousands of workers. Unemployment stood 
at 28.5 percent according to the 1990 census. 
By 1989, Roseland's prospects for rising joblessness 
promise to aggravate already-severe problems with mortgage 
delinquencies and foreclosure, truancy and gang violence. 
Roseland had a median household income of $28, 601 ( 1990 
census) . 
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More than half of those employed work in white-collar 
occupations. Twenty-seven percent of all families earned more 
than $30,000 in 1979, and yet more than 15 percent of all 
residents lived in poverty. Despite the defaults, 62 percent 
of housing units are owner-occupied, and about two-thirds of 
all units are single-family dwellings. Roseland is a 
community with resources but many problems. A heal thy revival 
of the south side industrial base would probably save the 
community from widespread deterioration (Local Community Fact 
Book, 1984) . 
Needs Assessment tor Roseland community Area: 
Health Conditions 
The total population of Roseland and Chicago are 56,493 
and 2,783,726 respectively (1990 census). Within the Roseland 
Community Area, there were 13,375 females between the ages of 
15-44 years in 1988-1990. This accounts for 23.7 per cent of 
the total population. There were 870 teen births and 519 low 
birth weight infants. The infant mortality rate for the area 
was 24.7. The leading cause of death in the area is heart 
disease and the leading reportable disease is gonorrhea. 
Specific details on the health conditions of the Roseland Area 
are given in Table 4. A comparison between Roseland and the 
city of Chicago is also given in this table. 
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Table 4 
Needs Assessment for Roseland Community Area 
Health Conditions: 1988-1990 
Roseland city of Chicago 
Maternal and Inf ant Number Rate/ % Number Rate/ % 
Females 15-44 1980&1990 13,375 23.7 685.130 24.6 
Total Births 3,316 175,104 
Teen Births 870 26.2 33,567 19.2 
Low Birth Weight (<2500gm) 519 15.7 18,673 10.7 
Infant Mortality 
(per 1000 live births) 82 24.7 2,787 15.9 
Causes of Death Number Rate Number Rate 
All Causes 1,960 901 86,673 746 
Heart Disease 629 264 30,271 232 
Stroke 118 50 4 679 35 
Hypertension 243 105 6,587 56 
Cancer 433 194 18,824 169 
Pneumonia and Influenza 73 30 3,207 23 
Cirrhosis of Liver 31 17 l,700 19 
Diabetes Mellitus 42 17 1.849 16 
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Table 4 (continued) 
HIV Infection 20 12 1.510 17 
Homicide 77 48 2.343 29 
Suicide 15 9 875 10 
Motor Vehicle Injury 28 16 1.187 14 
Reportable Diseases Number Rate Number Rate 
Syphilis 82 48 2,852 34 
Gonorrhea 2.953 1.742 82,793 991 
AIDS 26 15 2 379 29 
Tuberculosis 59 35 2.071 25 
Measles 34 20 2.863 34 
Hepatitis B 27 16 982 12 
In the study of health care utilization, it is frequently 
argued that poor utilization of services is not due solely to 
characteristics of the population being studied, but can also 
be attributed as well to the deficiencies in the medical 
system. One of these deficiencies is the lack of adequate 
number of health care facilities to serve or respond 
adequately to the health care needs of the residents of the 
community. 
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The researcher conducted an analysis of the capacity of 
the current health care delivery system in Roseland in an 
attempt to document whether there are enough primary 
individual and group providers in the community to serve the 
population. The researcher soon realized that identifying and 
counting the health care facilities within Roseland Community 
was an easier task than identifying and counting the 
physicians. 
Since Roseland Community is a low income community, most 
of the physicians spend very little of their time in Roseland, 
and the majority of their time is spent in high income 
communities, especially in the suburbs. According to the 
Chicago and Cook County Health Care Action Plan (1990), the 
demand for primary care exceeds the supply of providers in all 
low income communities in Cook County. Thirty-two communities 
in Chicago and Cook County (Roseland included) have been 
designated as Health Manpower Shortage Areas (HMSA's) by the 
U. s. Department of Heal th and Human Services, indicating 
serious service gaps, particularly concentrated on the South 
and West of Chicago and the far South suburbs. Lack of 
adequate capacity of primary care providers has contributed to 
inappropriate use of other health care services. 
A total count of the health facilities in the Roseland 
community was obtained by first looking up the listings from 
the yellow pages of the telephone book and then going in 
person from block to block within the entire community. The 
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health facilities in Roseland include a Level II hospital with 
the accompanying emergency and outpatient departments, public 
and private health centers that provide preventive and primary 
care. An inventory of the facilities also involved counting 
the number of primary care visits to these providers and 
evaluating whether this number was adequate for the population 
(See Table 5). 
Table 5 
Capacity Analysis of Health Facilities and Personnel in Roseland 
Community Area: A Summary. 












# of Providers: 
Current Capacity: 
Expected Capacity: 
# of Current Expected 
Providers Capacity Capacity 
6 10,638 10,117 
6 6,444 8,182 
6 8,174 10,707 
1 0 600 
13 12,058 18,627 
2 204 475 
5 7,074 6,577 
2 132 2,510 
1 216 450 
3 2,406 3,608 
1 1,388 3,640 
Number and types of medical providers. 
The number of patients that the medical 
provider sees on an annual basis. 
This is the number of patients 





After documenting the number of health facilities within 
the Roseland Community, the next level of accounting was of the 
number of physicians practicing within Roseland. Even though 
private physicians are a harder group to count (most of the 
physicians in Roseland are private physicians) , it was possible 
to locate them through the yellow pages of the phone book, the 
records of the State licensing board, and door to door canvasing 
and personal interviews with the physicians or their staff. 
During the counting of the physician it was important to measure 
the Full Time Equivalents (FTE's) rather than individuals to 
more accurately assess physician availability. Doctors work 
less than a full week in an off ice in a poor neighborhood, since 
to survive financially they may have additional offices in less 
poor areas or contract their time to other providers, such as 
emergency rooms. The physician Full-Time-Equivalents were 
identified through personal interviews by the researcher with 
the physician or the physician staff. 
An inventory of the primary care system (including the 
health care facilities and health care personnel) in the 
Roseland Community area indicates if the services are available 
to the residents, but it does not reveal how accessible or 
attractive those services are to the population in need. During 
the Physician Survey, the researcher asked specific questions 
relating to the types and volume of services that they provided 
(See Table 5). The results of the survey indicate that the 
health care delivery system in Roseland is currently being 
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underutilized. The current capacity is far less than the 
expected capacity of the clients that are expected to be served. 
In trying to assess the primary care resources in the 
Roseland Community area, particular emphasis was placed on 
identifying the special needs of the population. One such 
special subgroup of the population with special needs was the 
children with ages ranging from birth to five years. 
Overall, there are approximately ten (10) pediatricians 
serving the Roseland Community area. Most of them spend less 
than 47% FTE in this area, meaning that a majority of their time 
is spent in some other location. Based on an average work week 
of 40 hours, the researcher found out that four pediatricians 
affiliated with Roseland Hospital worked a total of 75 hours for 
a week. This indicates that on the average each of the 
pediatricians spend approximately 47% (forty-seven per cent) of 
their time in Roseland (See appendix 1). 
Even though the pediatricians at the Roseland Community 
Hospital spend less than half of their FTE's in Roseland, their 
current caseload/patient load far outweighs their expected 
caseloads/patient load, indicating that they are over burdened. 
The relative geographic distributions of physicians and the 
poor are of particular importance because they indicate the 
maximum level of access that can be provided to this population. 
Primary care physicians such as pediatricians draw the bulk of 
their patients from the area surrounding their practice (Kletke 
and Marder 1987), and demand for care from lower-income groups 
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is more elastic with respect to distance and travel time than 
among upper-income groups (Dutton 1986; Acton 1976). Most of 
the lower income individuals are on the government Medicaid 
sponsored program. Raising Medicaid reimbursement will thus 
have its largest effect on access by providing physicians who 
currently accept few or no Medicaid patients and who practice in 
areas accessible to large numbers of Medicaid recipients with an 
incentive to accept more. If there are few physicians available 
to Medicaid recipients, access may still remain inadequate, even 
if all accessible physicians increase the number of Medicaid 
patients they accept in response to higher Medicaid fees. This 
inadequate access can result in excess capacity for the 
physicians, with subsequent adverse effects on utilization. 
Since children can receive care from family or general 
practitioners as well as pediatricians, Table 6 displays the 
average number of children per off ice-based pediatrician and per 
child health provider as defined by the American Academy of 
Pediatrics (AAP) standard (office-based pediatricians and one-
quarter of the family and general practitioners) , in residential 
and hospital zips with varying proportions of children receiving 
Aid To Families With Dependent Children (AFDC). The AAP's rule 
of thumb is that an area is underserved if there are more than 
2,500 children per child health provider. The AAP's 
underservice standard is based on national estimates of the 
number of physicians required to provide three visits per year 
for each child under twenty-one. It takes no explicit account 
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of differences in physician productivity or the health status, 
need for care, or age structure of the child population (infants 
and younger children require more care than adolescents), or 
other factors which may be associated with greater or lesser 
need for pediatric care among a given population. It 
nonetheless represents the only professionally endorsed standard 
for judging the adequacy of pediatric supply (Budetti et al. 
1982) . 
Table 6 
Average Number of Children per Private, Office-based 
Pediatrician and Child Health Provider, by Location of 
Practice, Cook County, 1987 
Location 
Children per Private 
Off ice-based 
Pediatrician 
Central business district 
zip codes 
Pediatric hospital center 
zip codes with less than 
10 percent AFDC 
10-25 percent AFDC 
25-50 percent AFDC 
over 50 percent AFDC 
Residential zip codes 
with less than 
10 percent AFDC 
10-25 percent AFDC 
25-50 percent AFDC 























County average 3.473.9 2,832.9 
Sources: Unpublished American Medical Association physician 
master file: unpublished data from Urban Decision systems. 
a. Child health providers defined as pediatricians plus one-
fourth of family and general practitioners. 
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These data indicate considerable disparities in access to 
care between prosperous and poor areas. There are almost twice 
as many children per off ice-based pediatrician in inner-city 
residential areas as in the most prosperous areas; and 60 
percent more children per child health provider in the poorest 
zip codes than in the best served residential areas. While the 
large numbers of child health providers in the areas around 
inner-city hospitals might be expected to offset some of the 
disparities among residential areas, access may be more unequal 
than the data suggest (Budetti et al., 1982) 
Appreciable numbers of low-income households lack phones 
and cars, so many inner-city residents would be unable to reach 
areas outside their neighborhood easily. A recent study of 
Chicago inner-city maternity patients, for example, indicated 
that over 40 percent lacked a phone, making it difficult for 
them to make appointments with private physicians who do not 
take walk-in appointments (Kelly et al. forthcoming). Over 90 
percent of households in more prosperous areas have access to 
cars, compared to 52 percent of households in inner-city 
residential areas. Given the importance of proximity to care 
for lower-income households, it seems likely that inner-city 
families are more dependent than suburban families on whatever 
pediatric care is available in their immediate neighborhood. 
The available evidence points to a considerable under-
supply of private office-based child health physicians in the 
most depressed areas with the most severe child health problems. 
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Many of the areas would be underserved even if Medicaid 
participation were universal among pediatricians; or, put 
another way, the ability to improve access to care for Medicaid-
eligible children in these areas is limited by the supply of 
physicians. Achieving better access to care in these areas 
require more physicians, not merely increased participation by 
physicians already in place. 
The national annual physician to patient ratio is 1:4200. 
We could not apply this standard in the capacity analysis 
because the available data was not complete and most of the 
physicians were not full time staffs at the various health care 
facilities that were studied. The best estimate that was 
utilized for the analysis was a comparison of raw data obtained 
during the capacity survey on the current and expected 
capacities of the physicians studied. The examination of this 
data showed a fluctuating trend with some physicians seeing more 
patients than they can currently handle while others are seeing 
fewer patients than the expected number they are supposed to 
see. 
coordination of Services 
Coordination of health care services in the Roseland 
Community is extremely poor. Most of the health care delivery 
facilities did not show any evidence of service coordination. 
They did not have any formal linkages with the Roseland 
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community Hospital, the only Level II hospital in the community. 
Roseland Community Hospital did not have comprehensive linkages 
with some of the clinics and other health care facilities in the 
community. The hospital, the health centers and the clinics 
have limited linkages with behavioral health care and social 
services organizations within the community. This indicates a 
health care delivery system that is fragmented, uncoordinated, 
to the extent that it can be termed "user unfriendly." Table 7 
show some of the major behavioral health care and social 
services organizations that exist in Roseland that need to be a 
part of a comprehensive, integrated health care delivery system 
in the Roseland Community. 
Table 7 
Behavioral Health Care and Social Services 







222 s. Jefferson st. 
Suite 200 
Chicago, IL 60606 
Catholic Charities 
10809 S. State St. 
Chicago, IL 60628 
Services Provided 
Mental Health Services 
Alcohol and Substance Abuse 
Services, Community Health 
Services including Case 
Management, Day Care and 
Outreach Services, 
Prevention Services 
Early Intervention, home 
visits, Family Life 
Education, Outreach and 
Inf ant Screening 
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Table 7 (continued) 
3. Roseland Mental 
Health Center 
200 E. 115th St. 
Chicago, IL 60628 
4. V & J Day Care 
1-3 E. 113th Street 
Chicago, IL 60628 
5. Universal Family 
Connection 
10101 s. Western 
Chicago, IL 60643 
6. Southside Health 
Center 
11200 S. State St. 
Chicago, IL 60628 
7. United Charities 
8. Illinois Department 
of Public Aid 
9. Department of Human 
Services 
10. Flowers Transportation 
Psychotherapeutic Services 
for Women and youth, health 
education, smoking cessation 
classes 
Day care services for preschool 
and after school care 
Substance Abuse counseling and 
health education 
Health Education and AIDS 
counseling 
Individual and group counseling, 
marital, family and child 
counseling 
Financial aid, medical aid, food 
stamps and community referrals, 
process application for Medicaid 
eligibility 
Emergency assistance and nutri-
tional services 
Transportation services. 
Case coordination, aimed at linking the client to the 
service system and coordinating the various services to assure 
the best opportunity and/or outcome for each client, is a system 
of care which coordinates, facilitates, organizes, monitors and 
evaluates the delivery of needed services (e.g., the State of 
Illinois' Department of Public Aid Healthy Moms/Health Kids 
(HM/HK) program). Encourage existing providers and institutions 
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to participate in the HM/HK program through an educational 
process by IOPA. 
The objectives of a case coordination system are to insure 
that the full range of a person's needs are identified, assessed 
and planned for; to assure that each person actually receives 
the appropriate full range and continuum of services needed; to 
insure that separate agencies do not work at cross purposes by 
providing duplicative or conflicting services to clients; and to 
provide each person with a single point of contact within the 
system which will be accountable for the system to the client. 
The residents of Roseland in addition to utilizing the 
health care facilities in Roseland, can also have access to 
other health care institutions like Trinity Hospital on 2300 E. 
93rd Street, Little Company of Mary Hospital on 2800 w. 95th 
Street, st. Bernard Hospital on 63rd and Steward Street, Jackson 
Park Hospital on 7500 South Stony Island, South Shore Hospital 
on 8012 s. Oglesby, St. Francis Hospital on 128th and Gregory 
Street, Ingals Hospital on 155th Street and Woods, Christ 
Hospital at 44th and West 95th Street, also, these residents can 
go to the University of Chicago Hospital, Michael Reese 
Hospital, and Cook county Hospital for difficult and or 
complicated medical care. 
Case coordination can provide demonstrated benefits to a 
network of services, and a well-established and well-accepted 
case coordination system should be able to make service delivery 
in Roseland more effective and efficient. This can be 
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accomplished by: 
Smoothing the operation of the service system. Promotes 
efficient use of the existing network of human services and 
provides the client and community with information on how 
to access the system and utilize services. Using a public 
relationship that will include the distribution of flyers 
and literature about available services in a simple 
language that can be best understood by the users of the 
services. Furthermore, in order to coordinate, monitor and 
evaluate the direct services provided to each client, a 
pattern of relationships and service processes must be 
established that will foster collaboration and minimize 
competition among the providers. 
2. Reducing inappropriate utilization of services. Promotes 
efficient use of resources and brings to the client the 
appropriate resources needed to meet goals and objectives. 
3. Increasing access to resources/services. Through planning, 
coordination, outreach and education, knowledge about 
service availability is disseminated to the client and 
community as a simplified manner. Through monitoring and 
evaluation, service gaps and barriers are identified. 
4. Increasing continuity of care. Aids in the development of 
a strategy for coordinating the provision of services to 
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clients within the system and works with the client to 
ensure an integrated and comprehensive service package. 
5. Improving quality of services. System monitoring and 
evaluation assure that clients are receiving the expected 
services and that these services are necessary and 
appropriate for the client. 
6. Increasing the responsiveness of service providers to 
community and client needs. Assessing the need of an 
individual for particular services and supporting/assisting 
the client in obtaining these services. 
7. Increasing cost-effectiveness of service programs. By 
promoting efficient use of resources and maximizing the 
effectiveness of existing services within and outside the 
community area of Roseland. 
service Availability During Off-Hours 
During the capacity analysis, it was evident that most of 
the health care facilities in Roseland were closed between the 
hours of 5 and 6 p.m., with the exception of very few that 
stayed open till nine o'clock in the evenings. Only Roseland 
Community Hospital stayed open for 24 hours. About three 
facilities were opened on Saturday and Sunday. Most of the 
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residents of Roseland work outside of Roseland due to its poor 
industrial base and limited job/employment opportunities The 
absence of off-hours and limited accessibility to health care 
facilities on weekend can only serve as barriers to the use of 
availability health care resources. 
Barriers that constrain Health care Providers 
in Poor Communities 
While it is well-documented that a system built around 
prevention-oriented primary health care providers is both more 
health-enhancing and more cost-effective than a system 
centered around treatment of acute 
hospital settings, myriad barriers 
providers--public, not-for-prof it 
illness in expensive 
exist which prevent 
and private--from 
maintaining a primary care practice, particularly in areas of 
need. These barriers include (Chicago and Cook County Health 
care Summit, 1990): 
1. The rapidly escalating cost of medical liability 
insurance: Most primary care providers face dramatically 
increasing insurance costs, particularly in obstetrics. 
Many private physicians have stopped offering ob~tetrical 
services. Community health centers must not only pay for 
their physicians' insurance while they are on staff but 
also for "tail coverage" after they no longer work at the 
center. As many health centers have an ongoing physician 
74 
turnover, this coverage becomes a major disincentive to 
expand services. 
2. The lack of capital resources for start-up or expansion: 
As federal funding for new community health centers has 
been frozen, there is little funding available to expand 
existing facilities, make needed repairs, or build new 
clinics in areas of identified need. 
3. Well-documented shortages exist among nursing and other 
health professions: The shortage is particularly acute 
among minorities in the medical, nursing and allied 
health fields. Difficulties also exist in recruiting 
minority health professionals to practice in underserved 
communities when they finish training. 
4. Regulatory constraints on the utilization of mid-level 
and alternative providers. The State of Illinois imposes 
severe restrictions on the practice of mid-level health 
professionals (e.g., nurse practitioners, physician 
assistants, certified nurse midwives). Many primary care 
services could be delivered as effectively by these 
practitioners as by physicians but regulations act as 
impediments. Further, alternatives to hospitals, such as 
free-standing birthing centers, are largely prohibited by 
current licensing requirements. None of this exist in 
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the Roseland Community. 
5. Inadequate reimbursement and lack of funding for 
preventive services: Many providers, particularly those 
non-profit providers serving low income communities, 
cannot survive on the current reimbursement levels for 
Medicaid patient visits. A cumbersome billing process 
and slow turn-around time for payment further discourages 
practitioners. 
simply cannot 
Moreover, many primary care providers 
afford to offer prevention-oriented 
services because they are not covered by Medicaid. 
6. Counterproductive planning efforts: Primary care 
providers have little input into City, County or State 
planning efforts, often resulting in programs and 
services that are duplicative of or counterproductive to 
other initiatives. 
These systemic problems have a direct impact on the 
health care delivery system at the local level and must be 
addressed in order to provide a framework for solid primary 
care provider models in community-based settings. 
Evidence of formal linkages, formation of partnerships 
and networking with other institutions and professionals is 
crucial for effective and optimal service delivery systems. 
When the researcher spoke with the physicians or 
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administrators of the health care facilities in Roseland, the 
discussions were also tailored to addressing difficulties 
encountered by users struggling to access other services. The 
researcher wanted to find out from the physicians if the 
patients needed additional services and whether there were 
adequate network systems in place to respond to these needs. 
We know that those who are sick not only require access 
to primary care but also need other support systems to manage 
their condition. Beyond proper medical care, a change in the 
person's lifestyle may be part of managing their condition. 
For example, a low-income pregnant woman might need 
nutritional supplements available through the WIC program to 
reduce the likelihood of having a low birth weight baby. Or 
a man with chronic hypertension might need to be referred to 
a smoking cessation program to quit smoking and reduce his 
risk of heart disease. 
The primary care system to comprehensively serve the 
population that it is designed to service, it should have a 
network or referral mechanism with both medical and non 
medical services. A typical example of such a network is the 
Southside Health Consortium of Chicago. In Chicago a public-
private consortium, the South Side Health Consortium, was 
formed in 1991 to improve primary healthcare services for 
900,000 residents on the city's south side. Nearly half of 
those 900,000 people are on Medicaid, and more than 200,000 of 
them are women and children. 
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Twelve private and public hospitals, along with several 
public healthcare programs and freestanding healthcare clinic 
operators agreed to participate in the project forming the 
Southside Health Consortium. 
The consortium's six-step plan to establish a network of 
primary-care services includes creating a referral source 
within hospital emergency departments linking patients on line 
to coordinate medical records and data information, and 
recruiting primary-care physicians to the network. 
Unlike the traditional "gatekeeper" model of primary care 
for many Medicaid demonstration projects, the consortium 
advocates a "fast tracking" model, that emphasizes channeling 
patient utilization toward the most cost-efficient forms of 
coordinated care. Some health care facilities (hospitals, 
clinics and health centers) and behavioral health care 
organizations and social service organizations are members of 
the Southside Health Consortium. It will serve the community 
well if most of the health care facilities, the behavioral 
health care organizations, social services organizations are 
members of the Consortium, with Roseland Community Hospital, 
the only Level II hospital in the community servicing as the 
coordinating entity. 
In summary this chapter highlights the historical 
overview of Roseland and its health care delivery system. A 
comprehensive community based needs assessment of the study 
area (Roseland) was presented to show the extent of the 
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available health care resources and the existing barriers to 
the utilization of these health care resources. The last 
section of the Chapter identifies and presents the essential 
contribution of coordination of service delivery through 
service linkages, referrals and networking, especially given 
the absence or lack thereof of key health care delivery 
facilities and institutions in Roseland. 
CHAPTER 4 
METHODOLOGY 
RESEARCH DESIGN SETTING 
The research design for this study is the sample survey. 
It will deal with only a fraction of the total population 
of the Roseland Community. The sampling methods are 
appropriately employed to provide a sample that is an accurate 
representation of the total population. To ensure validity, 
the researcher paid particular attention to the questionnaire 
wording, including brief personal background data. Most of 
the data will be analyzed for simple relationships between two 
variables. Multivariable analysis will be utilized for the 
complex relationships. 
Methods for sampling households in communities and then 
selecting an individual or individuals within those selected 
households (area probability sampling) have been used most 
often in identifying respondents for personal interviews. 
This sampling methodology will be used in this study. It 
generally requires that a field staff go out and list the 
addresses of all the eligible housing units (businesses or 
institutions would, for example, be excluded). The units in 
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which the study will be conducted 
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will systematically be 
selected from all the lists compiled. With this in-person 
approach to identifying eligible houses and then contacting 
them for the interview, the coverage of the study population 
is generally less of a problem. The National Health Interview 
survey, as well as many other national health and health care 
surveys, have used these traditional in-person approaches to 
sample selection and subsequent data collection. Moreover, 
in-person field and sampling methods are essential for 
locating certain hard-to-reach populations that have become of 
increasing interest in health surveys, such as American 
Indians and the homeless or drug-using populations that 
congregate in certain blocks or neighborhoods of a city 
(Burnam and Koegel, 1988; National Center for Health Services 
Research, 1987) . 
The response rates from personal interviews tend to be 
the highest, followed by telephone and then self-administered 
(particularly mail) questionnaires. This means that of those 
determined or estimated to be eligible for a survey, more tend 
to respond to the in-person approach. This higher response is 
attributed to a number of different factors, namely, the 
greater persuasiveness of personal contact in eliciting 
cooperation, the smaller probability that the respondent will 
break off the interview in person compared to over the phone, 
the availability of more means to the interviewer to follow up 
with the respondent in person, and so on (White, 1983). 
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Problems 
The issue of identifying sample households geographically to 
conduct personal interviews (area probability samples) is 
often complex and involve a number of stages of selection and 
several clusters of sampling unit (census tract, and block and 
household levels). The design effects for these studies are 
thus often quite high. 
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sampling Method 
The sample drawn for this survey was a full probability 
sample of the non-institutionalized, civilian population of 
the Roseland Community area. This target area is made up of 
census tracts and blocks as shown in Table 8 below: 
Table 8 
census Tracts and Blocks for Roseland Community Area 







































Table 8 (Continued) 









































The sampling follows standard area probability sampling 
methods. The method was the stratified random sampling. In 
this process, the Roseland Community area was separated into 
non-overlapping census tracts (Strata), then selecting a 
simple random sample of blocks from within each census tract. 
Within the randomly selected blocks a simple random 
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sample of respondents within each block that has a child of 
age 0-5 years was done. Also, within the household, any 
knowledgeable respondent was eligible to respond, giving 
information for the entire household. All persons living in 
the dwelling unit, whether related to the head or not, were 
considered part of the household. 
These respondents were identified by door-to-door 
screening within each block. The task of identifying the 
households was complicated by the fact that there was no 
household list or addresses for these individuals. Roseland 
Community area is a poor area with many abandoned houses. The 
researcher had contacted the Census Bureau and the City Bureau 
of Planning but could not locate a list. Even if such a list 
was located, the problem of abandoned, unoccupied houses in 
the community area was still an obstacle. 
The detail procedures in identifying the qualified 
households consisted of going from South to North end of the 
identified block, then from North to the South end of the 
block, taking every third household that met the criteria to 
be included in the sample. This procedure was repeated until 
a total of nine households per block, giving a grand total of 
126 households/respondents for the fourteen blocks. 
Unit of Analysis 
The sampled Roseland Community area population is 97 per 
cent African American and it is by large considered 
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homogeneous; and as such, the sample size of 126 was 
considered sufficient for the analysis. The unit of analysis 
is a household with a child 0-5 years old. Also, since the 
entire administrative cost of data collection was the sole 
responsibility of the researcher, and based on advice from 
faculty on the researcher's committee, a small, statistically 
appropriate but randomly identified sample of 126 respondents 
was considered appropriate. 
Characteristics of the sample 
Needs Assessment for Roseland Community Area: Demographics 
The Roseland Community Area is located on the extreme 
Southside of the City of Chicago. It has a total population 
of 56,493 persons, of whom 4051 are children with ages less 
and/or equal to five years. Of the 56,493 persons, 55,661 are 
African Americans, which accounts for 98.5 per cent of the 
total population. Approximately the annual median income for 
1990 was $28,601. There were approximately 32,936 persons 
living below the poverty level, indicating that more than half 
of the population of Roseland is poor; 16,326 persons on 
Public Aid. Public Aid is the State's assistance to the poor. 
The unemployment rate for this community as of 1990 was 17.6%. 
Female headed households with children consisted of Forty-
seven point nine per cent (47.9%) of the population. For 
specific details of the demographic data for the Roseland 
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Community and City of Chicago, See Table 9. 
Table 9 
Needs Assessment for Roseland 
Demographics 
Roseland City of Chicago 
Total Population 56,493 2,783,726 
Age Distribution Number % Number 
<5 4 051 7.2 216 868 7.8 
5-14 8,347 14.8 391. 628 14.1 
15-24 9,412 16.7 436,604 15.7 
25-44 15,980 28.3 923,994 33.2 
45-64 12,919 22.9 484,450 17.4 
65-74 3 788 6.7 192 202 6.9 
>75 1 996 3.5 137 980 5.0 
Racial/Ethnic Composition Number % Number 
Non-Hispanic Black 55,661 98.5 1.074,471 38.6 
Non-Hispanic White 430 0.8 l, 056, 048 37.9 
Hispanic 283 0.5 545,852 19.6 
Non-Hispanic Other 119 0.2 107,355 3.9 
Socio-Economic Status Number % Number % 
Median Household Income $'s 28,601 26,301 
Median House Inc. (1990's) 28,601 26,301 
Persons Below Poverty Level 10,621 18.8 601. 285 21. 6 
Below Twice Poverty Level 22,315 39.5 l, 144, 111 41.1 
Persons on Public Aid 16,326 28.9 651. 392 23. 4 
High School Grads-Over 25 23.746 68.5 1.153,871 66.4 
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Table 9 (Continued) 
Unemployed 4,767 17.6 154,231 11. 3 
Household Composition Number % Number % 
Female Headed With Children 3.567 47.9 133.146 38.7 
over 65 Living Alone 1.008 17.4 106.792 32.3 
Other Community Issues Number Number 
Fires (1985 & 1990 date) 516 33,130 
The Questionnaire 
The actual instrument used in this study was an original 
questionnaire developed by the researcher based upon a review 
of the literature and the National Health Access and 
Satisfaction Survey, the input of the dissertation committee 
members, and the researcher's own experience as a professional 
in the area of maternal and child health. 
This survey of health care utilization is designed to ask 
questions to determine the type of service used (hospital, 
physician, pediatric, etc.); the site or location at which 
services are received (outpatient, doctor's office or public 
health clinic); the purpose of the visit (preventive, illness-
related, long term custodial care); or the time interval of 
use (whether services were received or not, the volume of 
services received or the continuity or pattern of visits 
during a given time period) (Aday and Shortell, 1988). 
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Because of the sensitivity of African Americans to the 
issue of race, the researcher being an African American by 
birth was less of a threat to the respondents. Since the 
target population to be studied are children with ages ranging 
from birth to 5 years old, the next of kin (males and females) 
of these children was interviewed. 
The questionnaire consisted of the following sections: 
Introduction: In the introduction the researcher introduces 
himself to the respondent and explains the purpose and the 
significance of the study. 
Section I: This section has four groups of demographic 
variables namely personal characteristics, family 
characteristics, household characteristics and economic 
characteristics. 
Section II: This section addresses the health needs of the 
respondents. It included questions relating to heal th status, 
concerns about health, rating information on health care by 
the media, the government officials; cost of heal th care; 
where respondent usually goes when child is sick; courtesy of 
provider; having a particular/regular provider; tendency to 
use physician services; appointment and waiting time; days of 
work lost because of health problem or impairment; type of 




This section has questions relating to social 
social network, and the satisfaction of the 
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respondent with the various levels of social support and 
social networks. 
section IV: This section deals with social isolation. 
Specific items relating to travel outside the neighborhood of 
the respondent; reading of newspapers; possession of a means 
of transportation; belonging to either neighborhood 
organizations or political organizations; PTA or social clubs 
church related groups were addressed. 
Section V: This section dealt with satisfaction with medical 
care received by the respondents. Specific items including 
quality of care, appointment waiting time, availability of 
care, time spent with physician, distance to medical care, 
cost of care, information from physician, courtesy of 
physician, physician explanation of home treatment, courtesy 
of nurses, follow up care, physician qualification, physician 
communication skills were addressed. Within Section V, 
question 67 is an open-ended question designed to find out 
from the respondents what they thought the providers of health 
care services should do to encourage them to seek more health 
care services. The responses to this open-ended question were 
sorted into a set of standardized categories. In order to 
facilitate the use of quantitative data analysis with the 
items for each of the questionnaire, the open-ended responses 
were read and assigned to one of these categories, which was 
usually represented by a number in the computerized data set. 
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Pretesting and Revision 
Pretesting is a critical stage in which problems can be 
anticipated and resolved before they are too late. It is 
important in the development and improvement of the survey 
instrument. It is also the only way of obtaining worthwhile 
feedback from the respondents as to how well different 
questions work, especially in those portions of the 
questionnaire for which previous experience in other surveys 
is not available. 
For this study, the pretest was done in a section of the 
community that was being studied. Pretesting was conducted on 
the entire questionnaire because even with respect to those 
portions of the questionnaire with which no particular 
problems were anticipated, difficulties or possible 
improvements may have surfaced in the pretest. 
The pretest was also used to determine whether there were 
any items with which the interviewee had problems or troubles, 
and if so, what exactly were these problems and how they might 
have been avoided. 
The pretest was conducted on ten respondents that were 
fairly representative of the target population (households 
with infants o - 5 years old). The reason for doing the 
pretest with a representative sample of the target population 
was because the survey instrument will work well with some 
groups of respondents and not others, and the tendency to 
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minimize introducing any bias in the pretesting. 
During the pretest, the researcher took notes of items 
that seemed to present difficulties to the respondents, 
questions that they did not seem to understand or were not 
able to answer very well. It took an average of 55 minutes to 
complete the questionnaire. 
After the pretest, the researcher found out that some of 
the questions were left blank because the respondents had 
difficulties understanding them. These questions were either 
simplified or eliminated. In some instances some of the 
questions had to be rearranged to minimize confusing the 
respondents. The researcher also realized that the most 
difficult questions were the skip questions. These questions 
had to be reduced. After the revisions following the pretest, 
it took an average of 42 minutes to complete one 
questionnaire. 
Data Collection: The Interviewing Process 
Prior to interviewing the identified respondent, this 
researcher introduced himself and read the introductory 
portion of the survey questionnaire to the respondent. It was 
very critical that the respondent signed the questionnaire, 
indicating his or her consent to participate in the study. 
Whenever the respondent refused to consent to be interviewed 
he or she was never forced to do so. That respondent was 
automatically dropped. 
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The questionnaires were completed 
using an interview by the researcher. 
It was however very interesting during the interviewing 
process that most of the respondents were interested in 
participating, especially since there was an incentive of 
$5.00 for each questionnaire that was completed. The $5.00 
was given to the respondent to show the researcher's 
appreciation for his or her willingness to participate in the 
study. Another reason that the respondents felt motivated to 
participate in the study was because in the introductory 
portion of the survey, they were told that participating in 
the study was an opportunity they had to contribute to public 
policy or public decisions that are made about the health care 
system that affects them. They were reminded that on most 
occasions they were left out of the decision making process 
and their participation in the study will give them the 
opportunity to contribute to the key decisions that affect 
their lives. 
Overall, it was important that all those who were 
identified were willing to participate in the study. On some 
occasions the researcher had to return to the respondent's 
home if they were not ready for the interview. This practice 
required a lot of patience and was time consuming. Most of 
the interviews were conducted in the evenings and weekends 
(Saturdays and Sundays). 
The data collection started on July 10, 1993 and ended on 
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October 11, 1993. The researcher successfully completed 126 
questionnaires. The return visits to the respondents homes at 
a time that was convenient for them was responsible for the 
100% response rate (all 126 questionnaires completed). All 
the questionnaires were completed by the researcher. 
Development of Code Book 
A code book for the survey was designed to provide the 
researcher with general instructions for the entire coding 
process. This code book contained information on the 
questions from which the data were gathered, the codes or 
numbers to be used in coding answers to these questions. Each 
data field within the code book specifies the location on the 
data file in which the data for a particular question appears. 
The names and descriptive labels for the variables are also 
part of the code book. The descriptive labels and variable 
names facilitate the preparation for documentation of the 
study variables and also in designing of programs to analyze 
the data. 
Data Preparation and Data Entry 
The data that was collected during the interview process 
was reduced to a form that was suitable for analysis. This 
process consisted of coding the data to make it suitable for 
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computer analysis. The coding process consisted of assigning 
a code number to each answer category (for a particular survey 
question, for example) so that the answers may be stored in 
the computer. 
After coding was completed, the coded information was 
then entered into a file and stored in a diskette through 
direct data entry procedure. Missing data was appropriately 
assigned a code. 
After the data was coded and entered into the computer, 
it was edited, errors were detected and corrected (cleaning 
the data) through proofreading and complete verifying of all 
entered data. In summary, after collecting the data, it was 
prepared for entry in the computer using the following steps 
as articulated above: 
1. Creating a code book which contains the names of all the 
variables, their labels and expected locations. 
2. Editing the data according to the code book and clearing 
the unintentional mistakes made by the participants after 
they completed filling their self reported forms. 
3. Creating a computer form using SPSS+/DE. 
4. Entering the edited data into the computer. 
5. Verifying the data by double keying all the computer 
forms to insure accuracy. 
6. Naming the SPSS+DE files and unloading them to the 
mainframe (using the University of Illinois Computer 
System). 
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7. Creating a SAS program to read the data from the SPSS+/DE 
package. 
8. Labeling all the variables and formatting their interior 
values. (For example, labeling the variable sex as the 
participants sex and formatting the values that sex could 
have as 1= 'Male', 2= 'Female'. 
9. Printing all the data and verifying. 
10. Obtaining descriptive statistics for all the variables 
including their frequencies. 






Q45-48 Travel outside neighborhood 
Q49-53 Membership in organizations 
Social Support 
Q30-44 - Scale 
Clinic Attributes 
Q19 Does the Dr. call your child by name? 
Q20 Particular Dr. that you see? (yes,no) 
Q21 Why not see a particular Dr? (1-10) 
Q23 How long is appt. waiting? (1-7) 




Satisfaction With Care 
Q54-66 Scale 
Child Health Service Use 
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Q17 Which of these places do you go when your child is sick? 
(1-6) 
Q18 How many times take child to Dr.? 




QlO In general, how good is your health (1-4) 
Qll How much do you worry about your health (1-3) 
Q25 Are you limited in the kind of work you do because of a 
health problem (yes - no) 
Satisfaction With Care 
Q54-66 Scale 
Health Clinic Attributes 




Q45-48 Travel Outside Neighborhood - Scale 
Q49-53 Scale - Membership in Organizations 
Health Insurance 
Q27 ( 1-5) 
Parent Related (Continued) 
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Social Support and Social Network (advice to include 
satisfaction) 
Q30-44 Scale 
Sex of Respondent (Whether respondent is male or female 
Ql (1-2) 
Age of Respondent in years. 
Q2 (in years) 
Race or Ethnicity of Respondent (whether respondent is Black, 
White, Hispanic or other) 
Q2 (1-6) 
Employment Status (whether respondent is working or not since 
12 months ago) 
Q4 (1-6) 
Education (Highest grade of education completed 
Q5 (in years) 
Economic Status (annual personal or family income (total) in 
thousands of dollars) 
Q9 (1-5) 
Family Characteristics 
• Marital status (current marital status) 
Q7B (1-5) 
Parent Related (Continued) 
Family Characteristcs (Continued) 
· Number of children in immediate family living with 
respondent (number) 
Q7 
· Adult composition in household (number) 
Q8 
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In summary, the methodology section of this research 
contained a description of the study design that will be used 
to direct the investigation of the central problem in the 
research, sampling method, unit of analysis; characteristics 
of the sample, needs assessment of the study population, the 
design of the questionnaire, pretesting and revision of the 
questionnaire, data collection and the interviewing process, 
development of a code book, data preparation and data entry 
and construction of the study variables. 
CHAPTER 5 
DATA ANALYSIS AND STUDY RESULTS 
The object of this research is to study the use of health 
care services in a poor neighborhood, Roseland, on the far 
southside of the City of Chicago. In the analysis that 
follows, the researcher will look at the demography, the 
dependent and independent variables and the study hypotheses. 
The analysis for this study was conducted at three 
different levels. The first level of the analysis focused on 
the presentation of the general demographic profile of the 
study sample (univariate analysis). The second level of the 
analysis focused on the relationships between two variables 
and the implied consequences for the use of health services 
(bivariate analysis). The third level of the analysis is a 
multivariate analysis of the data where the effect of a group 
of variables (independent variables) on a given variable 
(dependent variable) are determined. 





Individuals that have regular preventive care have more 
patient visits than those who do not have regular preventive 
care. Testing this hypothesis is important because it would 
reveal how important the information that the individuals 
receive from the government, media and health care providers 
is instrumental in their use of heal th care services. It 
would also indicate which types of preventive services are 
perceived to be relevant to the residents of the community 
area being studied. Questions # 12, 14, 18, 60, were 
relevant in the testing of the hypothesis. 
Hypothesis #2 
Women who have Medicaid and Medicare and other types of 
insurance (private insurance and the HMOs) will use more 
health care services than those who do not have these types of 
insurance. This hypothesis should be able to demonstrate that 
the women with no Medicaid and Medicare insurance will use 
fewer services than those who have these types of insurance. 
Most of the literature has shown that lack of insurance 
coverage is a barrier to use of health care services. To the 
extent that most of the residents in Roseland are recipients 
of the Medicaid programs, it will become incumbent for the 
researcher to show that there are other factors besides 
financial barriers 




that impede health care utilization. 
27 are relevant in the testing of this 
Those individuals experiencing a great deal of support from 
their families and other networks will more likely use health 
services than those that have less support. Testing this 
hypothesis will show the significance of support systems 
(families, networks) in the use of health care services. It 
will be necessary to also show what levels of this network 
structure (small network or big networks) are relevant either 
positively or negatively in the process of health care 
utilization. Questions #6, 7, 8, 30, 31, 32, 33, 34, 35, 36, 
37, 38, 39, 
relevant in 
40, 41, 42, 43, 44, 49, 
testing this hypothesis. 
50, 51, 52, 53 are 
The researcher also 
created the availability of social support scale, the resource 
scale, and the satisfaction scale in testing this hypothesis. 
These scales are in appendix I. 
Hypothesis #4 
Knowing that the provider is of the same race with the 
consumer of health care service will increase the visitation 
to the health care provider or facility than not knowing the 
race of the provider by the consumers. 
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Hypothesis #4A 
Individuals that perceive that the staff at the facility is 
knowledgeable and sensitive to African American cultural and 
political issues will use more services than those who do not 
perceive likewise. Testing Hypothesis 4 and 4A will show the 
role played by race in the use of heal th care services. 
Questions #28, and 29 are relevant in the testing of these 
hypothesis. 
Hypothesis #5 
Consumers of health care services that are provided with 
incentives will use more services than those that do not have 
the incentives. In testing this hypothesis we attempted to 
find out from the consumers what they felt the providers can 
present as incentives for the use of health care services. 
Question #67 was utilized to test this hypothesis. 
Hypothesis #6 
Individuals that have been discriminated against over the 
years, therefore, leading to despair, will use less health 
care services and societal institutions (i.e. churches, 
political groups, social groups) than those who have not been 
discriminated against. Julius Wilson (1987) has demonstrated 
in the "Truly Disadvantaged" that individuals who remove 
themselves from the society and exhibit certain cultural 
traits are out the mainstream of America. Because African 
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Americans are socially isolated from the rest of the 
population due to poverty and discrimination, they tend not to 
use health services as the rest of the society. Questions 
#45, 46, 47, 48, 49, 50, 51, 52, 53 will be used in testing 
this hypothesis. 
Presentation of study Results 
Univariate Analysis 
General Profile of the study sample 
The general profile of the study sample is presented in 
Table 10. In this study there were 126 respondents. Of the 
126 respondents, 95.2 percent were females (N=120) and 4.8 
percent were males (N=6). 99.2 percent of the respondents 
were black (N=122) . One respondent was of Hispanic origin and 
the origin of three respondents was not identified. The 
respondents were mostly between the ages of 2 0-2 9 years. 
Their mean and median ages were 27 years and 26 years 
respectively. Of the 12 6 respondents, only 12. 8 percent 
(N=l6) were employed. The rest were unemployed, with most of 
them either currently looking for work or going to school. 
While 52. 4 percent of the respondents completed high 
school (N=66), 36.5 percent of them (N=46) had some level of 
education ranging from 7-11 years. Only 9.5 percent (N=12) 
had an education beyond high school. 
A majority of the households that participated in this 
study had more than one person in the household. 79.4 percent 
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(N=lOO) of the households had between 3-5 persons. Each of 
the respondents had at least one child living with him/her. 
88. o percent (N=llO) had between 1-2 children living with 
them. 
Within the study sample 66.7 percent of the respondents 
(N=84) were never married. The rest of the respondents were 
either married, or married but separated or divorced or 
widowed. A large proportion of the respondents, 90.8 percent 
(N=108) had an annual income of less than $10,000. The rest 
of the respondents earned between $10,000 and $44,999. 
Table 10 
Socio-demographic Characteristics of the Study Sample 
Respondent Characteristics N ~ ...2. 
sex 
Male 6 4.8 
Female 120 95.2 
Race 
Black 122 99.2 
Hispanic 1 0.8 
Age 
Under 20 17 13.6 
20-29 63 50.4 
30-39 42 33.6 
40 and older 3 2.4 
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Table 10 (Continued) 
Employment Status 
Employed 16 12.8 
Looking for Work 38 30. 
Go to School 26 20.8 
Disabled 3 2.4 
Unemployed 40 32.0 
Other 2 1. 6 
Education 
Some but less than 7 yrs 2 1. 6 
7-11 years 46 36.5 
Completed High School 66 52.4 
Education beyond High School 12 9.5 
Number of Persons in Household 
1-2 22 17.5 
3-5 100 79.4 
6-7 3 2.3 
8 or more 1 0.8 
Number of Children Living with Respondent 
1-2 110 88.0 
3-4 13 10.4 
5 or more 2 1. 6 
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Table 10 (Continued) 
Current Marital Status 
Never Married 84 66.1 
Married 18 14.3 
Married but Separated 14 11. l 
Divorced 9 7.1 
Widowed 1 0.8 
Annual Income 
Less than $10,000 108 90.8 
$10,000 - $24,999 7 5.9 
$25,000 - $34,999 3 2.5 
$35,000 - $44,999 1 0.8 
Health Insurance 
Working Insurance 14 11. 4 
Partner's Insurance 1 0.8 
Medicare 14 11.4 
Medicaid 29 23.6 
No Insurance 65 52.8 
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Concerning the cost of health care, most of the 
respondents thought that health care cost should be paid for 
by the insurance company (N=54), with approximately half of 
this number (N=29) thinking that it should be paid for by the 
government. 
In this study the researcher also attempted to find out 
how sensitive or how concerned the respondents were to their 
health. It was very surprising to find out that most of them 
(N=22) which is about 57.1 percent of all the 126 participants 
in the study, indicated that they do not worry about their 
health. 
The participants in this study were asked to indicate 
whether they attended certain kinds of organizations or not. 
Their responses are presented in the table 11. 
Table 11 
Types of Organizations Attended 
Types of Organizations attended N 
1. Neighborhood or Community Organizations 
Yes 
No 
2. Political Party Organizations 
Yes 
No 
3. PTA or School Related Groups 
Yes 
No 
4. Social Clubs, Sports Teams 
Yes 
No 

























Most of the respondents did not attend the organizations 
mentioned on a regular basis. 
one of the study hypothesis was that knowing that the 
provider is of the same race with the consumer of health care 
service, will increase the visitation to the heal th care 
provider or facility than the consumer that does not know the 
race of the provider (Hypothesis #4 and #4A) . These 
hypotheses were not confirmed. The respondents indicated 
overwhelmingly that knowledge of the race of the provider did 
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not influence their use of health care services as shown in 
table 12. 
Table 12 
use of Facility Based on Staff Race and sensitivity to 
African American Cultural and Political Issues 
Use of facility base on staff 
race and sensitivity to African 
American cultural 









Race was not a factor in the perception and use of health 
care services. Approximately 62. 8 percent of the study sample 
felt that knowledge of the providers race and knowledge of the 
provider's sensitivity to African American cultural and 
political issues did not influence their decision to use 
health care services. 
The respondents were not influenced by the race and 
ethnic orientations of staff at the various health facilities 
within Roseland. They were very knowledgeable of the race of 
their health care providers. When asked if they knew their 
providers race, 64. 2 percent of the respondents answered 
positively and 35.8 percent answered negatively as shown in 
table 13 below. 













All the respondents were asked what the physicians can do 
that will make them utilize more health services in an attempt 
to document the types of incentives that the health care 
system can provide to enhance appropriate and responsible 
utilization of health care services (Q67). The respondents 
gave different responses for the types of activities and 
incentives that they would like the providers to provide. The 
responses were initially grouped into six categories based on 
their similarities. They were then rank ordered with No. 1 
having the highest number of responses and No. 6 with the 




Rank Order of the Responses from the Respondents of What the 
Physician Should Do to Make Them Use More Services 
What physician should do to make 
respondents use more services 
All Responses 
1. Spend more time with doctor 
2. More nurses 
3. More communication with doctor 
4. Less waiting time 
5. Lower health care cost 



















Of all the six major things or activities that the 
respondents thought the physicians could do to make them use 
more services, five of them were physician/provider related 
(Table 14). Patients will like to have a health care delivery 
system that allows them enough time to dialogue with the 
physician to explain their health conditions. In addition, 
more nurses should be involved in the delivery of health care 
services, more communication between the physicians and the 
patients is encouraged, less waiting time and lower health 
care cost are preferable, and physicians should listen more 
while attending to the needs of the patient. This section of 
the analysis confirms hypothesis #5 in this study. This 
finding confirms similar findings obtained from the multiple 
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regression analysis where physician related characteristics 
were imputed as best predictors of use of child care services. 
Bivariate Analysis 
This section of the analysis examines the relationships 
between two variables and implication for the use of health 
care services. Households with at least three children tend 
to have insurance, but as the number of children in a family 
decrease, the tendency to have insurance also decreases. The 
high lost of health care may be the driving force and a 
motivating factor in the individuals's family decisions to 
secure health insurance. The study has demonstrated that the 
more children an individual has, the greater the likelihood 




Relationship Between Type of Health Insurance 
And Number of Children Living With Respondent 
I 
Count : Number of Children With Respondent 









I I Row 
I 100 I 2.00 : 3.00 I Total 1------- -- -+- ----+------ -- --l 
136 125 14 65 
I 63.2 : 50.0 I 26.7 I 53.3 1------- -- -+- - ---+------ -- - -l 
Ins I 21 I 25 : 11 : 57 
: 36.8 I 50.0 I 73.3 I 46. 7 L------ -- - ..1..- - --- ..1..------ -- - J 
Column 57 50 15 122 
Total 46.7 41.0 12.3 100.0 
Chi-Square Value DF 
---------------------
--- -- - -- - --- - -------
Pearson 6.71833 2 
Likelihood Ratio 6.86623 2 
Mantel-Haenszel test 
for linear association 6.41204 1 
Minimum Expected Frequency 7.008 
Statistic Value AS El T-Value 
Gamma .37807 .14064 2.51525 







Of the individuals who make less than $10,000, 41.1% had 
insurance and 58. 9% did not have any insurance. A majority of 
those who make more than $10,000 (87.5%) had insurance 
(X2=12.0l, df=l, P=0.0005). Table 16 demonstrates this 
relationship. What the researcher found here is that even in 
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areas that are predominantly minority areas, some residents 
are able to have insurance while others are not. The amount 
of money that an individual has is not necessarily the only 
factor that determines whether an individual has insurance or 
not. Other reasons must exist why some poor people within the 
minority population have insurance while others do not. The 
implication of this finding is that we have to educate the 
residents of Roseland of the different types of insurance 
available, especially General Assistance from the Government 
for those who are poor and not able to afford health insurance 
cost. 
Table 16 
Relationship Between Health Insurance 
And Respondent Income 
I 
Count I Less than 













for linear association 
: Row 
: .00 1 1.00 1 Total 
1--- -- - -- -+--------- ~ 
l63 : 2 65 
: 58.9 : 12.5 : 52.8 
1--- -- - -- -+--------- ~ 
: 44 : 14 : 58 
: 41.1 : 87.5 : 47.2 












Minimum Expected Frequency 7.545 
Statistic Value AS El 
Gamma .81856 .12886 

















The relationships between selected demographic variables 
and selected variables of satisfaction with medical are 
received were examined. In Table 17, the relationship between 
selected demographic variables and the respondents 
satisfaction with the quality of care they received was 
examined. The marital status of the respondents were 
significantly related to the quality of medical care that they 
received (X2=9.754, P=0.002 respectively). The quality of 
care they received is not a barrier to their use of health 
care services. The individuals who were either married or 
separated or divorced or widowed were more likely to be 
satisfied with the quality of care they received than those 
who were not married, separated or divorced. 
Table 17 
Relationship of Marital Status and The 










: Medium : Col Pct 1 & 1 
I I I 
: Low : High : 
----------------+-- ------ ----+----- - -l 
I 25 I 59 I 
I I I 
Never Married I 20.16 I 47.58 I 










Fisher's Exact Test (Left) 
(Right) 
(2-Tail) 
I 29.76 I 70.24 I 
I 92.59 I 60.82 I 
1--- ----- - - ---+----- - -l 
2 : 38 
1.61 : 30.65 
5.00 : 95.00 
I 7.41 : 39.18 I 









Phi Coefficient 0.280 
Contingency Coefficient 0.270 
Cramer's V 0.280 
Effective Sample Size = 124 



















There was also a significant relationship between the 
respondents marital status with their satisfaction with the 
cost of care (X2=9.476, P=0.002). This relationship is shown 
in Table 18. The results of this section of the analysis 
shows that individuals who never married or were never 
divorced nor separated, had very little or at best rated the 
quality of care they received as low. This indicates that we 
might have to target this segment of the population to find 
out more about their perception of the care they receive or 
about what specific barriers they encountered with the health 
care delivery systems (personal facilities or processes). 
Those individuals who are either married or separated or 
divorced or widowed tended to have some choices (ie 
availability of AFDC program). The AFDC Program is a state 
sponsored assistance to families with dependent children. 
Table 18 
Relationship Between The Respondent's Marital 





Satisfaction With Care 
: Medium 
I & 
: Low 1 High : 
----------------+ -- ------- --+- - ------- - - -I 
: 26 : 49 : 
I I I 
Never Married : 23.01 : 43.36 : 
















: 34.67 : 65.33 : 
: 89.66 : 58.33 : 
I- - - ------- - - +- - ------- - - -I 
3 : 35 
2.65 : 30.97 
7.89 : 92.11 
I 10.34 : 341.67 I 












Effective Sample Size = 113 
Frequency Missing = 13 



















The relationship between selected demographic variables 
and the respondents satisfaction with physician information 
was also examined. Table 19 indicates that there was 
significant relationship between the respondent possession of 
work insurance with their satisfaction with the information 
they receive from physicians (X2=8.525, P=0.004). The 
respondents employment status was also related to the 
respondents satisfaction with physician information (Phi-Coef 
= 17.0%). Individuals that are employed tend to have some 
sort of insurance coverage and those individuals with 
insurance coverage will probably have no problems adhering to 
the advice of the physician irrespective of the cost of such 
an advice because they are able to pay for the services. 
Table 19 
Relationship of Type of Insurance and Respondent 











Col Pct : Low 1 & 1 
: : h~h : 


















I 31 I 34 I 
I I I 
: 25.20 I 27.64 I 
I 4 7.69 I 52.31 I 
I 70.45 I 43.04 I 
I- - - ------- - - - - - +------ -- ~ 
13 : 45 
10.57 : 36.59 
22.41 : 77.59 
I 29.55 : 56.96 I 












Effective Sample Size = 123 



















The researcher also analyzed the data to examine the 
relationship between some of the study variables and the 
respondents satisfaction with follow up care. There was a 
significant relationship between the possession of insurance 
by the respondents and their satisfaction with follow up care 
as indicated in Table 20 (X2=7.953, P=0.005). Individuals 
with insurance were more likely to be satisfied with follow up 
care than those without insurance. Financial barriers were no 
hindrance to the use of heal th care services. Since the 
respondents could afford to pay for the care that they 
received, it will be safe to assume that these respondents 
tended to keep their follow up appointments. However, the 
individuals with no health care insurance, because of the 
financial constraints, might not even comply with their follow 
up care, since the more care they seek and or request, the 
more cost they will have to pay. Therefore, they might be 
better off not even going for follow up care, and this might 
account for their low satisfaction with follow up care. 
Table 20 
Relationship Between Type of Health Insurance 














Col Pct : & , 
I Low High I 


















: 32 : 30 : 
: 26.89 : 25.21 : 
: 51.61 : 48.39 : 
: 68.09 : 41.67 : 
I- - - ------- - - - - - +------ - - -I 
I 15 I 42 I 
I I I I 12.61 l 35.29 I 
I 26.32 I 73.68 I 
I 31.91 I 58.33 I 












Effective Sample Size = 119 



















The same reason is applicable for the individuals with 
annual incomes more than $10,000 per annum (X2=4.550, 
P=0.033). These individuals with more than $10,000 per annum 
are probably more satisfied with follow up care than those 
with annual incomes of less than $10,000 (Table 21). When 
individuals comply with their follow up care this implies that 
they return to see the doctors as scheduled and based on their 
health or illness status. If complying with follow up care 
means additional expenses for the individuals concerned, the 
tendency will be for them not to comply and their rating of 
the follow up care will normally be low. 
Table 21 
Relationship Between Respondent Income 










Medium ' Col Pct & I 
I I I 
: Low : High : 


















l 45 : 59 
I I l 36.89 : 48.36 
l 43.27 l 56.73 
l 93.75 l 79.73 I 
I- - - ------- - - - - - +-------- - - -I 
3 : 15 
2.46 : 12.30 
16.67 : 83.33 
I 6.25 : 20.27 I 




















Effective Sample Size = 122 



















However, of the 126 individuals that participated in this 
study, more than 50 percent did not have any type of insurance 
(N=62) and most of them had an annual income of less than 
$10,000 (N=104). This indicates a serious problem, 
particularly as it relates to affordability of health care, 
with the resultant consequence of diminished utilization. 
This also demonstrates that within the relatively poor, 
income, employment and type of insurance still make a 
difference in health care. 
An examination of the relationship between the respondents 
satisfaction with physician communication indicated that there 
was a significant relationship between the respondents income 
and their satisfaction with physician communication (Phi-Coef 
= 25.9%). Those individuals whose annual income is more than 
$10,000 tend to be more educated and therefore communicate 
better with the physicians. However, since most of the study 
sample earn less than $10,000 per annum, it is apparent that 
different and accepted medium of communication be established 
to maximize communications between the physicians and a 
majority of the study population that is less educated and 
less equipped to communicate with the physicians. Also there 
was a significant relationship between the marital status of 
the individuals and their satisfaction with physician 
communication (X2=4.242, P=0.039). Table 22 below 
demonstrates this relationship. 
Table 22 
Relationship Between Respondent Marital Status 










Col Pct : & 
I I I 
: Low : High : 
----------------+ -- ------- - - - --+------ -- -l 
I 21 I 61 I 
I I I 
Never Married I 17.07 I 49.59 I 
















I 25.61 : 7 4.39 : 
: 84.00 : 62.24 : 
I- - - ------- - - - - - +------ -- -l 
4 : 37 
3.25 : 30.08 
9.76 : 90.24 
I 16.00 : 37.76 I 












Effective Sample Size = 123 



















An examination of the respondents satisfaction with 
travel outside their neighborhoods indicated that there was a 
significant relationship between the respondents possession of 
insurance and their travel outside their neighborhood 
(X2=6.347, P=0.012). This relationship is shown in Table 23. 
It is highly likely here that those individuals without 
insurance travelled out of their neighborhood than those with 
insurance. This analysis confirms hypothesis #6. 
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Table 23 
Relationship Between The Respondent's Possession of Insurance 
And Their Travel Outside of Their Neighborhood 
Frequency Travel Outside 
Percent 
Row Pct 
Col Pct ' yes ' No ' 
----------------+-- ------- --- --+------ -- ~ 
No Ins. l 60 l 5 l 
I I I l 48.78 l 4.07 l 
l 92.31 l 7.69 l 
l 57.69 l 26.32 l 
I- - - ------- - - - - - +------ - - ~ 
















35.77 : 11.38 
75.86 : 24.14 
I 42.31 : 73.68 I 












Effective Sample Size = 123 


















The employment status of the respondent was also 
significantly related to the frequency of travel outside of 
the neighborhood by the respondent (X2=6.675, P=0.010). This 
relationship is indicated in Table 24. Both the employed and 
the unemployed like to travel outside their neighborhood. It 
is however not easy to discern any particular reasons why they 
travelled outside their neighborhood because of inadequacies 
of the questionnaire. 
Table 24 
Relationship Between Respondent's Employment Status 
And Frequency of Travel Outside Neighborhood 
I 
Frequency Travel Outside : 
Percent : 
Row Pct 1 I 
Col Pct 1 Never, : 1-3 Week, : 
: 2 A Month : 1 Day : 
----------------+- - ------- -- - --+------ -- -I 
Unemployed : 39 : 41 
: 32.23 : 33.88 
: 48.75 : 51.25 
: 79.59 : 56.94 I 
I- - - ------- - - - - - +------ -- -I 
Employed : 10 : 31 : 
















: 8.26 : 25.62 : 
: 24.39 : 75.61 : 
: 20.41 : 43.06 : 












Effective Sample Size = 121 




















In order to find out the effect of social support and 
social network on the use of heal th care services, the 
participants in the study were asked several questions 
concerning their health problems or health care needs. These 
needs, known as functional areas of support, refer to the 
availability of social support perceived by the respondents. 
These needs are the relationship with a confidant, material 
and or financial support, advice and information, 
feedback, physical assistance with baby care, 
positive 
physical 
assistance with household tasks, and social participation and 
involvement with others (Telleen, Herzg and Kilbane, 1989). 
The various options for source of assistance included my 
husband, baby's father, my mother, my father, my grandmother, 
sister, brother, my husband's family, baby's father family 
(immediate support); other relatives, teacher/teacher aides, 
school nurse, school counselor, school social worker, minister 
or priest, church member, friend/neighbor, family doctor, 
staff at clinics, others (extended support); and no support at 
all. 
Measurement of Social support 
The measurement of social support in this study was done 
by creating three different scales, namely the availability of 
social support scale, the resource size scale and the 
satisfaction scale. These scales are presented in appendix 2. 
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The number of visits to the doctor for the child's care 
was significantly related to the mother's satisfaction with 
the support available to her. 
Those mothers who took the child to the doctor for care 
were those most satisfied with social supports they received 
from others in daily living and health concerns (r=. 25, 
p<.01). This finding confirms hypothesis #3, which states 
that the number of people available for support was not 
related to whether the mother took the child to the doctor. 
Rather, it was her satisfaction with the daily living support 
which was related to whether she got to the doctor with her 
baby. 
The means, standard deviations and alpha coefficients of 
the social support scales are presented in Table 25. 
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Table 25 
Means, standard Deviations and 
Alpha coefficients of social support Scales 
Range Mean S.D. Alpha 
Availability of 
Support Scale 7-14 3.8 1.9 .74 
Resource Size Scale 7-103 7.9 5.8 .90 
Satisfaction Scale 7-39 18.6 6.9 .60 
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In order to assess how the level of support by the study 
sample related to the functional areas, Table 26 was 
constructed. It was found out that the respondents were 
moderately to very satisfied with the persons that they 
confided in (N=23, 35.4 percent; N=23, 34.4 percent 
respectively). The respondents were also slightly satisfied 
and very satisfied respectively with their finance status 
(N=lO, 27 percent; N=lO, 27 percent respectively. Most of 
them (N=85, 73.3 percent) were moderately satisfied about the 
advice and information that they received about their health 
care. They were slightly satisfied with the feedback they 
received from those who liked the ideas or the things that 
they did (N=62, 55.9 percent). Concerning child care support, 
a majority of the respondents indicated that they were 
slightly dissatisfied with the help they received in finding 
sources of child care (N=61, 53. 5 percent). They were 
generally very satisfied (N=13, 37.1 percent) and moderately 
satisfied (N=70, 58.8 percent) with the amount of help they 
received with household tasks and the time that they got 
together with someone to have and relax respectively. 
Table 26 
Percent of Level of Satisfaction with Support by Functional Areas 
LEVEL OF SATISFACTION 
Very Moderately Slightly Slight Moderate 
Functional Areas Dis- Dis- Dis- Satisfaction Satisfaction 
satisfied satisfied satisfied 
N % N % N % N % N % 
Confidant (N=65) 7 10.7 - - - - 12 18.5 23 35.4 
Finance (N=37) 5 13.5 3 8.1 2 5.4 10 27 7 19 
Advice (N=116) 9 7.8 1 0.8 - - 7 6.0 85 73.3 
Feedback (N=lll) 7 6.3 4 3.4 1 0.9 62 55.9 13 11.7 
Baby Care (N=114) 
11 9.6 6 5.3 61 53.5 18 15.8 6 5.3 
Household Task 
(N=35) 7 20 2 5.7 2 5.7 6 17.2 5 14.3 
Fun and Relaxation 
(N=119) 















A multiple regression model was used to predict why an 
individual will take a child to see a doctor (Q18). Five 
variables explained 17. 05 percent of the model variance (Table 
27) . The significance of the f-value and the r-square led to 
the rejection of the null hypothesis and to the acceptance of 
the alternative hypothesis, which stated that at best one of 
the model coefficients is non zero. (Benson and McClare, 
1982, p.474). The model reveals four predisposing (income, 
follow up care, physician information and travel outside of 
neighborhood) and one enabling (type of health insurance) 
independent variables as the best predictors of why an 
individual will take a child to see a doctor. The model is 
represented by the equation below: 
Where Y=Q18=Why an individual will take a child to see a 
doctor = Dependent variable. 
Bo = Intercept =4.157. 
X1 = Q27 = Type of health insurance. 
X2 = Q60 = Satisfaction with physician information. 
X3 = Q64 = Satisfaction with follow up care. 
X4 = Q45 = Travel outside one's neighborhood. 
Xs = Income = Respondents annual income. 
Y(Q18) = 4.157 + 2.575Q27 - 1.739Q60 + 1.780Q64 
- 1.385Q45+0.640 income. 
~ ......... nl<' 
Model 5 
Error 107 
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Table 27 
Predictors of Why an Individual Will Take a Child to See A Doctor (Q18) 
"1.11.., of~ M,..,,." F v .. 111 .. Proh>F 
293.84547 58.76909 4.397 0.0011 
1430.08374 13.36527 
1723.92920 
q fll\~I\ R-<U111<1.re 01705 
3.90265 Adj R-sq 01317 
93.67608 
Parameter Standard T for HO: Prob>[T] Type I SS 
Estimate Error Parameter..() 
4156853 1.75370654 2.370 0.0196 1721.070796 
2.575303 0.77096541 3.340 0.0012 190.605379 
-1.739153 0.83751504 -2.077 0.0402 16.493727 
1.780318 0.83323934 2137 0.0349 55.432583 
-1.385149 1.02238036 -1.355 01783 26.520989 
0.640291 1.06923203 0.599 0.5506 4.792788 
Variable LahPI 
Intercept 
Type of health insurance 
How satisfied with physician information 
How satisfied with follow-up care 













An exploratory factor analysis of the study variables was 
done. This was done to suggest directions for future research 
in this area of health care utilization. A four factors 
varimax rotated factor solution was chosen as best 
representing interpretable independent components exhibited in 
the data. Tables 28, 29, and 30 report the derived factor 
structure and names these components. Eigen values 
(components with higher eigen values account for a larger 
proportion of the common variance among the variables) of the 
eight factors are 7. 4, 2. 7, 2. 5, 2. 3, 1. 9, 1. 6, 1. 3, 1. 02. 
The variables with eigenvalues less then 2 were dropped from 
further analysis. Factors 1, 2, 3 and 4 were kept and they 
explained approximately 74.5 percent of the variance. These 
factors are: 
Factor 1 (Satisfaction with medical care) consists of the 
following variables: 
Q54 = How satisfied with quality care received 
Q55 = How satisfied with appointment waiting time 
Q56 = How satisfied with time spent with physician 
Q57 = How satisfied with availability of care 
Q58 = How satisfied with distance medical facility 
Q59 How satisfied with cost of care 
Q60 = How satisfied with physician information 
Q61 = How satisfied with physician courtesy 
Q62 = How satisfied with physician explanation 
Q63 = How satisfied with nurses courtesy 
Q64 = How satisfied with follow up care 
Q65 = How satisfied with physician qualification 
Q66 = How satisfied with physician communication 
Q47 = Does anyone in your family have a car 
Q46 = How often travel outside your neighborhood 
Q28 = Knowledge of provider race and use of facility 
Factor 2 (Network) consists of the following variables: 
Q36 = Satisfaction with advice 
Q27 = Type of health insurance 
Age = Age of respondent 
Q6A = Are you living with someone now 
Q18 = Number of times you take child to doctor 
Network = If respondent belongs to network 
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Factor 3 (Demographic) consists of the following variables: 
Q40 = How satisfied with help in child care 
Q44 = How satisfied with the fun time 
Q27 = Type of health insurance 
Q45 = Do you travel outside your neighborhood 
Employment = Employment status of respondent 
Q6A = Are you living with someone now 
Income = Income of respondent 
Q18 = Number of times you take your child to doctor 
Factor 4 (Satisfaction with care provider) consists of the 
following variables: 
Q54 = How satisfied with quality care received 
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Q63 = How satisfied with nurses courtesy 
Q64 = How satisfied with follow up care 
Q28 = Knowledge of provider race and use of facility 
Education = Education of the respondent 
Age = Age of respondent 
Q6A = Are you living with someone now 
Table 28 
Four-factor, Varimax - Rotated Solution of Health Care 
Use Characteristics 
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Variance Explained by Each Factor 
Factor 1 Factor 2 Factor 3 Factor 4 Factor 5 Factor 6 
7.352408 2.677383 2.509719 2.292416 1.863461 1.550498 
Final Communality Estimates: Total = 20.540962 
Table 30 
Eigenvalue of the Correlation Matrix: Total= 8 Average= 1 
1 2 3 4 5 
Eigenvalue 7.3524 2.6774 2.5097 2.2924 1.8635 
Difference 4.6750 0.1677 0.2173 0.4290 0.3130 
Proportion 0.2535 0.0923 0.0865 0.0790 0.0643 
























Summary of Major Findings in the study 
1. The results of the capacity analysis indicate that the 
heal th care deli very system in Roseland is currently 
being underutilized. The current capacity is far less 
than the expected capacity of the clients that are 
expected to be served. 
2. Coordination of heal th care services in the Roseland 
community is extremely poor and most of the health care 
delivery facilities did not show any evidence of service 
coordination. There was noticeable absence of formal or 
informal linkages between the health care social services 
and behavioral health care organizations. This absence 
of linkage is indicative of a health care delivery system 
that is fragmented, uncoordinated, to the extent that it 
can be termed "user unfriendly". 
3. Of the 126 respondents, 95. 2 percent were females (N=120) 
and 4.8 percent were males (N=6). 99.2 percent of the 
respondents were Black (N=122) and one respondent was of 
Hispanic origin and the origin of three respondents was 
not identified. The respondents were mostly between the 
ages of 20 29 years old. The study was female 
specific. 
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4. Of the 126 respondents, only 12.8 percent (N=16) were 
employed. 
5. A majority of households that participated in this study 
had more than one person in the household and 66. 7 
percent of all respondents (N=84) were never married. 
The rest of the respondents were either married but 
separated, divorced or widowed. 
6. Most respondents (52.8 percent) had no form of health 
insurance (N=65) 
7. Most of the study participants thought that health care 
cost should be paid for by the insurance companies. 
8. The respondents indicated overwhelmingly that knowledge 
of the race of the provider did not influence their use 
of health care services. This finding does not refute 
the probable importance of cultural and linguistic 
aspects of medical care but rather may signify that among 
African Americans the cost, availability and 
accessibility constraints may be 
determining utilization of health 
cultural and linguistic constraints. 
more important in 
services than the 
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9. Patients would like to have a health care delivery system 
that allows them enough time to dialogue with the 
physician to explain their health conditions. In 
addition, more nurses should be involved in the delivery 
of health care services, more communication between the 
physicians and the patients is encouraged. Less waiting 
time and lower heal th care cost are preferable, and 
physicians should listen more while attending to the 
needs of the patient. 
10. The individuals that made more than $10, 000 annually 
indicated that they were very satisfied with the quality 
of care they received. This implies that they have ample 
choices to make of where to go for medical care. 
11. The individuals who are either married, separated, 
divorced or widowed tended to have some choices of care. 
This may be as a result of the availability of the AFDC 
program. The AFDC program is a State sponsored 
assistance to families with dependent children. 
12. The individuals that are employed tended to have some 
insurance coverage and these individuals expressed no 
difficulties or problems adhering to the advice of the 
physicians irrespective of the cost of such an advice as 
it relates to health care cost. 
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13. The individuals that possessed some type of insurance 
tended to follow up their medical care services than 
those who don't have insurance. 
14. The individuals whose annual income is more than $10,000 
tended to be more educated and communicated better with 
the physicians. 
15. Those individuals without insurance travelled out of 
their neighborhoods, possibly to look for less expensive 
medical care. Also, the employed individuals are able to 
travel outside their neighborhoods and can possibly use 
heal th care services in those neighborhoods if they 
choose not to use the ones in their neighborhoods of 
origin. The employed have a wider choice of where to 
obtain care than the unemployed who tend to be restricted 
to the neighborhoods in which they live. 
16. Those individuals who have never been married were more 
likely to belong to a social network than those who have 
been married, separated, divorced or widowed. 
17. Concerning child care support, a majority of the 
respondents indicated that they were slightly 
dissatisfied with the help they received in finding 
sources of child care. Lack of child care has frequently 
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been cited as a barrier to use of health care services. 
18. The type of insurance, satisfaction with physician 
information, satisfaction with follow up care, travel 
outside one's neighborhood and the individual's annual 
income will make individuals to take their 
children to see a physician when they are sick. 
19. Those mothers who took their children to the doctor for 
care were those most satisfied with social supports they 
received from others in daily living and health concerns. 
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Discussion of study Results 
This study found out that most of the respondents thought 
that heal th care cost should be paid for by the insurance 
company. This has serious implications for the current heal th 
care debate. Mr. William Clinton, the president of the United 
States of America is advocating for universal coverage 
(providing health care insurance to all Americans) and 
employer mandate, where the employers will be required to pay 
80% of health care cost and employees to pay 20% of the cost. 
While most of the residents of the study community are 
poor, one would have expected them to respond overwhelmingly 
in favor of the government as the sole payor of health care 
cost but they preferred the private insurance companies. 
These individuals either are not well informed or basically 
did not understand the implications of health care cost as a 
responsibility to be entrusted into the care of private 
insurance. Private insurance companies tend to levy bigger 
premiums on the consumer than the government. If it is 
assumed that these individuals are well informed of the 
ramifications of health care reforms, and that their responses 
are based on sound knowledge, then the tendency is for one to 
also assume that the consumers have skepticism about the type 
and quality of services provided by a government controlled 
health care system, and/or are not well informed of the 
available payment options for medical care cost. The latter 
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assertion sounds correct because when the respondents were 
asked how much information about health issues was given to 
them by the government, an overwhelming 83.3 percent (N=105 of 
126) said that the information received from the government on 
health issues was not enough. Sixty-nine percent of the 
respondents also thought that most of the information on 
health care issues by the government was sometimes accurate 
(N=8 7 of 12 6) . This again raises the issue of skepticism that 
was previously advanced in this study about the perception of 
the health care consumers of the government capability to 
provide and finance universal health care coverage. 
Most of the respondents indicated that they did not worry 
about their health. According to the 1988-1990 needs 
assessment for the Roseland community (the study community) 
area (health conditions), the infant mortality was 24. 7 deaths 
per 1000 deliveries. There were 629 deaths from heart 
disease, 243 deaths from hypertension, 433 deaths from cancer, 
20 cases of HIV infection, 20 cases of AIDS; 15.7 percent of 
all births delivered with low birth weight and 26.2 percent of 
all deliveries were by teenagers. The residents of Roseland 
need to be sensitized to these adverse health indicators if we 
have to refocus their thinking and orientation to their health 
conditions. It is only when they are fully informed, educated 
and made aware of the debilitating consequences of ill health, 
and only then will they begin to worry about their health and 
take good care of themselves, except in situations where they 
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stay healthy and have no need of health care services. 
The participants in the study did not attend or belong to 
most of the organizations in their community or contiguous 
areas. While we are not able to explain this type of behavior 
based on the design of the research questionnaire (there was 
no comparison group), we are able to attempt to explain their 
non-involvement in the organizations according to Wilson 
(1987). According to Wilson these individuals are out of 
touch with mainstream society. Wilson (1987) depicts inner-
city communities, particularly those with rates of 
concentrated poverty at or above 40 percent, as chaotic and 
disorganized. According to Wilson, such neighborhoods lack 
functional social institutions and house the most socially and 
economically disadvantaged individuals and groups. Due to the 
loss of middle - and working class families, present day 
residents have few positive examples to emulate. Socially 
isolated from mainstream institutions and economically secure 
relatives and neighbors, inner-city dwellers are exposed to 
role models whose ghetto-specific behavior limit social 
mobility (Wilson, 1987). There is lack of contact, or of 
sustained interaction with individuals and institutions that 
represent mainstream society. According to this line of 
reasoning, the social isolation fostered by the ecological 
concentration of urban poverty deprives residents not only of 
resources and conventional role models, but also of cultural 
learning from mainstream social networks that facilitate 
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social and economic advancement in modern industrial society 
(Wilson, 1991) . 
Roseland has very few job opportunities for its 
residents, very few banks and many gang activities. The 
infrastructure in the community is inadequate, with only one 
bus route serving the entire area. Many households are 
female-headed. These characteristics make Roseland similar to 
the chaotic and disorganized neighborhood described by Wilson 
(1987). This confirms hypothesis #6 which states that 
individuals that have been discriminated against over the 
years, therefore, leading to despair, will use less health 
care services and societal institutions (churches, political 
groups, social groups} than those who have not been 
discriminated against as shown in Table 11. 
In this study there were 126 respondents. Of these 126 
respondents 95.2 percent were females (N=l20} and 4.8 percent 
were males, and most of them were black (N=l22} which 
constituted 99.2 percent of the study sample. In 1970, blacks 
constituted 55 percent of the population of Roseland. The 
most recent count shows blacks to be 97 percent of an all time 
high number of residents in excess of 64, 000. Roseland 
therefore is predominantly black with massive population turn 
over within the last twenty years. This study is female 
specific. 
The respondents in this study were not influenced by the 
race and ethnic orientations of the staff at the various 
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health facilities within Roseland. Given the shortage of 
minority and multilingual health providers in the United 
states, it was encouraging to find that fewer African 
Americans reported cultural barriers to care (e.g. no 
preference of African American staff or facility staffed by 
African Americans). This finding was unexpected given the 
body of research (done on similar minority groups e.g. the 
Hispanics) which has suggested that the exclusion of Spanish-
speaking and/or Hispanic staff members is the primary reason 
for under utilization of health services among Mexican 
Americans (Chesney A.P.et al. 1992.; Quesada G.Met. et al. 
1977; Hope S.K.et al 1975; Trevino F.M. et al 1979). This 
finding does not refute the probable importance of cultural 
and linguistic aspects of medical care but rather may signify 
that among African Americans the cost, availability and 
accessibility constraints may be more important in determining 
utilization of health services than the cultural and 
linguistic constraints. This trend is also confirmed by the 
results of the regression analysis as shown in Table 25. 
Concerning the kind of incentives that will make the 
patients use more health care services, we found that the 
patients are interested in spending more time with their 
doctors when they go to consult with them. This is indicative 
of the fact that many patients are not satisfied with the time 
that the doctors take to look into their health problems. The 
doctors spend very little time. The patients do not believe 
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that enough time is spent by the doctors in documenting and 
treating their health conditions. 
Traditionally the debate on incentives in health care 
industry has been conducted from the providers' perspective, 
that is, providers centered. Typical providers centered 
incentives include shortened reimbursement time, electronic 
billing, increased reimbursement and or capitation rate, 
additional cost/rates for seeing certain categories of 
patients (e.g. medicaid patients), special rates for specific 
procedures, and minimized controls/regulations. Most patients 
do not know of the existence of these provider centered 
incentives and most probably do not care to know. To achieve 
the expected outcomes for the users of health care services, 
the pendulum must be tilted towards the consumers (the 
patients/clients). 
When we talk about incentives for users of health care 
services, the degree of intensity accorded such discussions, 
as they relate to the physicians (health care providers), is 
very shallow. We must make the shift (paradigm shift) towards 
emphasis on the consumers/patients incentives. 
Consumers/clients incentives can either be individual 
consumers/clients or groups of clients specific; or they can 
be designed as short term or long term. 
In today's managed care debate, the health care system 
will be appropriately reformed if the care to patients/clients 
is managed from the physicians and consumers perspectives. 
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Managed care from the physician perspectives alone is 
incomplete. The other side of the equation, the consumer 
side, must be addressed. 
The individuals that are employed were more likely to 
travel outside of their neighborhood. The employed 
individuals are able to travel outside their neighborhood and 
can possibly work or use heal th care services in those 
neighborhoods if they choose not to use the ones in their 
neighborhoods of origin. The employed have a wider choice of 
where to obtain care than the unemployed who tend to be 
restricted to the neighborhood in which they live. If the 
unemployed don't like the health care facilities or providers 
in their neighborhoods they probably will remain without using 
those health care services. This scenario can be very 
different for the poor, who are not employed, who may go out 
of their areas of residence to search for less expensive 
health care. This analysis confirms hypothesis #6. 
In the regression analysis that was conducted in the 
study, the percent of model variance explained in this study 
remains consistent with other cross-national literature. 
Shortell ( 1980) showed that models of use based on modern 
medical settings tend to explain from 15 to 25 percent of the 
total variance. Mechanic's review of utilization studies 
(1979) revealed that the explained variance of multivariate 
models ranges from 16 to 25 percent. Wolinsky (1978) used 29 
predictors of physician utilization in regression models; 
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these independent variables explained between 9 and 12 percent 
of the variance models of use and satisfaction may tend to 
explain relatively little variance because of measurement of 
specification error or there may be little variation in the 
dependent variable because of vagueness of responses. This 
study was able to explain 17.05 percent of the variance in the 
model of use. This is consistent with what is in the 
literature. 
The model also suggests that the most predictive 
variables of why individuals will likely take their children 
to go and see a doctor for medical care is the type of 
insurance. This is strongly followed by how satisfied they 
are with the follow up care that they received from the 
doctors. The reasons for low use of services, according to the 
regression model, is not the individuals' lack of compliance, 
(that is, not the patient's fault). The patients will return 
to come and see the doctor if they are satisfied with the 
doctor. The patients are relating to the characteristics of 
the doctor. The model indicates that it is the 
characteristics of the doctor and not those of the patient 
that predict how often people will return to see their doctors 
when they are sick. The patients are holding the doctors to 
high standards of care. This also implies that the poor also 
focus on the quality of care. This analysis confirms study 
hypothesis #1 and #2. 
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On many occasions, the patient is blamed for not showing 
up for care but now the study indicates something different. 
We need a lot of health education, health forums and health 
seminars, support groups and different media of information 
dissemination to reach the patient if we want to enhance their 
utilization patterns. It is essential that discussion groups 
be organized within the community to discuss and share 
pertinent information on the health care delivery system and 
its impacts on the residents. such groups should be 
responsive and receptive to presentations and inputs from the 
residents, and they must be organized in community settings 
where the people will feel physically and emotionally safe. 
A typical and successful health forum held within the 
community was the Cook County and City of Chicago joined 
hearings on health care delivery in Cook County and Chicago. 
During these hearings the residents were educated and they 
also participated freely with high level of ownership to 
solving their own health care problems. These hearings, even 
though they were community based, were professionally led. 
Based on the factor analysis results, future studies on 
utilization of health care services will maximize the results 
of such studies by focusing the investigations on these four 
factors: satisfaction with medical care, social network, 
demography and satisfaction with care provider. This is only 
a recommended direction for future research on utilization and 
must not be interpreted as an exclusive and exhaustive list of 
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possible factors. 
Problems with Factor Analysis 
Probably there are too many variables for 126 
observations and not enough degrees of freedom will remain. 
As the number of variables approximate the number of cases, 
factor analysis becomes unreliable. It is recommended that 
for future studies, the number of variables should be reduced. 
CHAPTER 6 
CONCLUSION, SIGNIFICANCE OF THE STUDY FOR 
POLICY DEVELOPMENT AND IMPLICATIONS FOR FUTURE RESEARCH 
This study has examined the use of health care services 
by a minority population, primarily African Americans in the 
Roseland Community area on the extreme south side of the city 
of Chicago. The utilization pattern of this target population 
was of significant importance due to the poor, unacceptable 
mortality and morbidity indicators of this population compared 
to the rest of the city of Chicago and state overall. Within 
this target population, infants birth to five years old was 
the subgroup of interest in the study. To successfully study 
this subpopulation, I had to use their parents or their next 
of kin or guardians. It is important to understand the health 
care utilization patterns of this minority population so that 
recommendations and new programs and policies can be designed 
to address any potential gaps and eventually improve the 
quality of life of the residents of Roseland Community. 
This study has demonstrated that beyond financial 
constraints to use of health care services, the health care 
delivery systems in poor minority communities remain 
fragmented. There are very minimal coordinating efforts to 
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establish a comprehensive delivery system in their 
communities. In chapter three of this study, it was 
demonstrated through a capacity analysis of the health care 
facilities and providers of the study area (Roseland) that 
these were inadequate numbers of primary health care 
providers, inadequate specialist and underutilized health 
facilities. The capacity analysis also demonstrated that most 
of health care delivery facilities in Roseland were not opened 
twenty-four or at least during the off-hours (i.e., anytime 
after 5:00 p.m. ), with the exception of Roseland Community 
Hospital emergency room. This situation is compounded by the 
fact that most of the health care providers (physician) do not 
reside in Roseland and when they do come to Roseland they 
spend very limited time in the facilities. 
Given the deficiencies and barriers experienced by the 
residents of Roseland with their health care system, 
particularly as it relates to insufficient number of primary 
care providers, health care specialist, health care 
facilities, after hour opportunities, insufficient time to 
consult with the patients, corrective measures must be taken 
to ensure quality, available and accessible health care 
services. This can be achieved through collaboration with 
other health care delivery systems in neighboring or 
contiguous areas of Roseland. For instance, we can establish 
linkage agreements with hospitals like South Shore Hospital, 
St. Francis Hospital, Little Company of Mary, Trinity Hospital 
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and Jackson Park Hospital, which are in the neighborhood of 
Roseland and probably used by the residents from Roseland. 
Collaboration of health service delivery capabilities can 
be done through the formation of linkages by the facilities in 
Roseland between themselves and among other ins ti tut ions. The 
capacity analysis that was done in Chapter three of this study 
showed that very few of the health care delivery facilities in 
Roseland had any formal linkages (with written agreements) or 
informal linkages (without written agreements) with other 
facilities (see appendix 1). This indicates that the 
residents or patients within Roseland receive inadequate and 
uncoordinated, non comprehensive care when they go to see 
their doctors. If there are no existing linkages in place, 
there is no mechanism to enhance appropriate referrals which 
will subsequently ensure a continuum of care. Therefore, to 
adequately respond to the health care needs of the residents 
of Roseland, it will be essential to: 
1. increase the capacity of health care service for the 
medically needy through coordination and enhancement of 
existing public and private resources. 
2. understand that meeting the heal th care needs of the 
medically needy requires public and private provider 
linkages as well as coordination at all levels of service 
delivery to include primary care. The building of 
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networks of linked providers respond to the inadequacies 
of the current system: (fragmentation, duplication of 
efforts and scarce resources, frustration for vulnerable 
patients attempting to find their way through a complex 
health care delivery system). This network of linked 
providers should ensure provision of a comprehensive 
array of services that include social support, substance 
abuse treatments, nutritional counseling, case 
coordination and mental health. 
Heal th care deli very institutions in Roseland should 
endeavor to be part of an existing heal th care network of 
providers. The future success of the current heal th care 
delivery system rests with providers cooperating to develop 
community based partnerships or consortiums. A typical 
example of such a consortium is the Southside Health 
Consortium. This was discussed in the capacity analysis 
section in Chapter 3 of the study. 
Considerable efforts should be made to explore the 
possibilities of integrating similar projects that serve the 
same population or operate within the same community. In the 
community area of Roseland, there is a Facility Health Board 
that oversees the operation of the Chicago Department of 
Health Clinic activities, the District Health Council of the 
Ambulatory Council, and a "network of networks" of the South 
Side Health Consortium. These medical structures have a 
164 
common mission to provide comprehensive, high quality services 
to medically underserved residents of the Roseland. 
Surprisingly, the membership of these councils consists of 
about the same people. This is a good example of 
fragmentation, duplication of efforts and waste of human 
resources. In addition, the residents and the patients are 
confused about the different councils. These three councils 
should be integrated into a comprehensive system of care 
delivery and either call it "the Roseland Network of Health 
Care Delivery" or the "Roseland Collaborative Project". For 
these councils and networks to be of any benefits to the 
consumers, they must be simple and easy to understand and use, 
and the consumers must be part of the structures of the 
system. These structures or layers of health care delivery 
must be seen by the consumers/patients as instruments or 
processes designed to address their health care problems, not 
just another layer of bureaucracy added to an already burdened 
system. 
From a broader public policy perspective, we know from 
the extensive literature review that was done for this study 
that many minority consumers of health care services live in 
abject poverty, cannot read or speak English, or suffer from 
mental disorders. They face sociocultural barriers to care 
that insurance coverage alone won't solve. Many are 
geographically and psychologically isolated in deteriorating 
neighborhoods or impoverished rural areas the private and 
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public health care systems have failed to reach. Complex, 
destructive social and economic forces have altered the 
ability, interest and will of many underserved populations to 
access primary care services. 
Simplified, collaborative public/private partnerships 
with local and state governments in many communities, 
especially, the minority, medically underserved communities, 
will be the key to future success in improving the health 
status of the underserved. 
Providers must be educated, consumers must be empowered, 
and third-party payers must be made aware of health needs 
common to all poor populations. This position was supported 
by the results of the regression analysis in Chapter 5 of this 
study. Both providers and consumers can learn that the 
consumer empowered with needed information and insights is 
more likely to take charge with improved health outcome and 
mutual satisfaction. As a result, professionals would exhibit 
more openness and consumers would feel more comfortable asking 
the right questions. This collaborative process would go a 
long way to improve the "doctor-patient relationship which has 
deteriorated in modern times". The chapter on physician 
capacity attempted to elaborate the discourse on 
collaboration, partnership and networking. 
Attention to unmet health needs of under served 
populations must focus on provider education. There is much 
concern about the ways we select, prepare, train, evaluate, 
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and reward health care providers. To enhance sensitivity, we 
must incorporate in the selection process criteria which 
reflect human concern and social compassion. Current 
preparation of health professionals is too over-specialized 
leaving providers with neither a holistic understanding or 
practical ability to solve everyday problems facing the 
underserved. There must be a redirection of focus to primary 
care and of value of providing "little units of service". 
Specialists must be cross-trained to understand the whole 
picture to enhance awareness and foster new attitudes about 
unmet needs that they could solve interactively. Both 
generalists and specialists need to question their moral 
assumptions about these populations and understand new 
concepts in order to ask the right questions and provide the 
appropriate services. 
Consumer education is the key to consumer empowerment. 
The ideal approach would be to educate the consumer and the 
provider simultaneously for both to value consumer knowledge. 
To be empowered, consumers need to learn what questions to 
ask, what to expect when they enter the health care "system" 
and what are their appropriate rights. Consumer education 
would be best accomplished at a local community level 
utilizing available resources in their neighborhood schools 
(for example, after hours when classroom capacity is not 
utilized). This approach should establish critical linkages 
between health providers, educators, and leaders of community-
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based organizations-including religious organizations-who can 
serve as role models, educators, and demonstrators of how to 
integrate health and education. It is essential that consumer 
education remain local in order to identify community-and-
culture-specific action-oriented strategies. If community-
based providers and consumers would be involved as partners in 
educational initiatives regarding common problems and 
available resources, innovative and workable solutions could 
be devised (e.g. community case management, community-based 
prevention programs, community-based day care programs, etc.) 
and a new focus could be encouraged which informs people about 
health and the role of health promotion/prevention. 
Health needs of underserved populations also are not met 
in part due to current fragmentation of financial and health 
services. Needs can be met if we foster integration of health 
and social systems and coordination of care and services. 
This effort must be comprehensive, involving full 
representation of the community including those underserved. 
These representatives empowered by education can provide 
first-hand insights regarding better ways to redirect the 
"system" toward preventative care. Bringing diverse 
underserved populations together as a "strategic coalition" -
with responsibility and accountability - will prepare the way 
for community-level action in the event that communities will 
be given the resources to meet their own local health needs. 
Consumers and providers who are currently working to 
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reform the health care system must base their recommendations 
on an analysis of the health care delivery as an economic and 
political issue. The structure of decision-making must 
include those who have been frequently left out or excluded 
from power in the broader economic and social system. There 
must be local representative coordinating bodies which can 
ensure inclusion and can work to make services comprehensive. 
Poverty, like violence, must be seen as a public health issue. 
Policy makers must base decisions on the goal of equal access 
to resources as well as services. 
Representatives of underserved groups must be at the 
table when research projects that might have outcomes that 
would affect them are formulated and when the implications of 
results are discussed. Their right to have input on the 
policy conclusions arising from the research must be 
recognized. 
A practical example of such a collaborative research 
effort between an academic institution and the communities is 
the Maternal and Child Health Community Health Science 
Consortium of the University of Illinois at Chicago. This is 
a community university partnership to link research and 
education with policy and action. This type of partnership 
needs to be emulated across the country. Consumers of health 
care services need more information on health care system. 
This study also indicated that consumers are not more 
concerned with the race or the ethnic origin of the health 
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care provider but by the information that they receive from 
the providers concerning their health and what they need to do 
to stay healthy. Therefore, intensified information 
dissemination through simplified and meaningful health 
education, community-based hearings or symposiums on health 
care or/ and heal th care reforms, can be a very successful 
medium to educate the population. This approach was 
successfully utilized by the City of Chicago and Cook County 
in April, 1990, during the Chicago and Cook County Health care 
Summit. This summit consisted of community-based hearings all 
over Cook County and the City of Chicago on the Health Care 
Delivery System, in an attempt to overhaul the system and 
develop an integrated comprehensive health care system for the 
city and Cook County. During these hearings, the consumers, 
the professionals, the government and private sectors all had 
equal opportunities to present testimonies and suggestions to 
improve the health care delivery system in Chicago and Cook 
County. 
There is a need for health care studies to refocus from 
placing a lot of emphasis on investigating population 
aggregates (macrolevel analysis) towards more microlevel 
analysis/examinations of people's behavior and specific 
geographic locales within large areas. This position is 
supported by a study entitled, " A Family Case Study - An 
Examination of the Underclass Debate" by Robin L. Jarrett. 
According to Dr. Jarrett, Wilson paid little attention to the 
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issue of heterogeneity between families within the larger 
neighborhood that he studied. Clearly, quantitative data are 
important in documenting broad demographic changes in family 
and neighborhood patterns and establishing relationships 
between variables. Such data, however, often do not 
extensively explore the processes associated with these 
changes, nor their meanings. 
Limitations of the study and 
Suggestions for Future Research 
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A limitation of the study is the fact that the study 
design did not include specific comparisons of the 
availability of resources and the direct effect of 
organizational and structural characteristics of the provider 
systems available to the population studied, permitting at 
best indirect assumptions as to the interaction of systems 
influences and consumer behavior. There was no compilation of 
the effects of interactions between the facilities, the 
organization of health care services, health care delivery 
institutions, the consumers and impact of these interactions 
on use of health care services. This can become a potential 
area for future research and other related studies. 
A small sample size, coupled with missing data is not 
adequate for appropriate and meaningful analyses because 
expected cell frequencies become small, less than 5 per cell, 
making additional analyses difficult. 
The study is limited only to the users of services to the 
total exclusion of health care providers. The providers 
should have been interviewed. The explanation for the pattern 
of utilization of health care services could have been 
approached from the view of both those who use the services 
and those who provide the service. The capacity analysis 
questions were answered mostly by the administrative staff. 
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Limitations of the Anderson Model 
Anderson's Model defines health care utilization as a 
consequence of three general factors and it indicates that the 
process of health services use flows from predisposing, need, 
and enabling factors to utilization. Even though this model 
has been extensively used in the study of health services 
utilization, it does not deal adequately with the possible 
choice of alternative services. It is generally built on the 
assumption that a person will choose to use typical medical 
services or none at all, with the possible exception of self 
care. 
The Anderson model also focuses more on acute conditions 
than chronic conditions and it does not take into 
consideration that persons consult with family and friends 
before seeking professional help. While the model does a good 
job in predicting the use of health care services, it is 
deficient in the explanations of the processes that occur 
prior to an individual deciding to use health care services. 
A detailed understanding of the processes involved in the 
decisions to use health care services could best be obtained 
through qualitative studies, especially the utilization of the 
participant observation methodology and focus group studies. 
Under reporting of requested information increases with 
the time between an event and the interviewer reporting it. 
In this study, the respondents were asked questions about 
events that had occurred within a year prior to the time of 
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the interview. The data may thus be affected by recall errors 
and omissions. 
Another limitation of the study is that the findings are 
generalized or limited to women. It is unclear if health care 
will be the same for men or women in similar settings. 
In future analyses using the social support scale, one 
can also compare the total scores for family support and total 
score for the community support with regard to whether the 
individuals were more likely to use family or community 
resources for support. This can be done using a t-test. 
Future research might determine whether the relationship 
between social support and health behavior (ie health care 
use) is linear or not. From the literature prior research has 
for the most part been carried out with the implicit 
assumption that good health and the probability of engaging in 
health promoting behavior increases linearly as a function of 
increased social support, larger social networks, and more 
social support. It is not clear that this is the case. It 
would be useful to identify at what point if any, additional 
support does not add to positive health status. It will also 
be very beneficial in understanding the contributing role of 
social support and social networks to the use of health care 
services by critically examining the effects of marriages, 
employment, separations and divorces on such support 
configurations (social network and social support) . This will 
require more sophisticated measures of social support, social 
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network, and increased methodological precision and rigor, 
which were minimally present or at best absent in my study. 
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CAPACITY ANALYSIS OF HEALTH FACILITIES 
AND PERSONNEL IN ROSELAND 
COMMUNITY AREA 
Capacity 
Type of Current Expected Linkage 
Practice Agreement 
Family 3636 2700 N/A 
Medicine 
Internal 636 600 N/A 
Medicine 
OB/Gyne 1704 1350 N/A 
urology 0 600 N/A 





















Appendix 1 (Continued) 
Provider Type Of Capacity Linkage Days 
Name, Practice Agreement Hours 
Add. current Expected 
Phone # 
Dr. Pulmon- 0 350 T 12:30 
sachdev oloqy 4:30 p 
Vivek and Th 2-5P 
67 'W. 111 Internal F 11-lP 
St 734- Medicine 
0381 
Dr. Pulmon- 204 300 M-Th 






Dr. Sud, Internal 1476 2250 M12-3 
H. Medicine TU 11-
45 w. 111 2P 
st. 779- Th,F,S 
1586 11-3P 
Dr. Sud, Pedia- 3744 2850 M-Tu 
M. 67 'W. tries 11-3P 




Dr. 'Wo, General 4104 2700 M-F 
s. Practice 10-2P 






Appendix 1 (Continued) 
Provider Type of capacity Linkage Days 
Name, Practice Agreement Hours 
Add. current Expected 
Phone 
Dr. OB/GYN 840 1050 N/A M3-5P 
GallowayB W4-7P 




Dr. Family 1236 1650 N/A M9-12 
Medava- Practice T9-3P 
ram, R F9-3p 
1701 w. S9-12 
Monterey 
445-0292 
Dr. General 120 2210 N/A M lOP 
Sales, surgery T 9 
11101 s W11-3P 
state Th10-3P 
821-7515 Sl0-1 
Dr. Pedia- 4356 3000 N/A M5-9 
speed, c tries W5-9P 
9933 s. Th11-4P 
western F5-9P 
Ste. 104 S9-12P 
445-8585 
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Appendix 1 (Continued) 
Provider Type of capacity Linkage Days 
Name, Practice Agreement Hours 
Add. current Expected 
Phone # 






Dr. Opthalmo 216 450 N/A W NA 











Medical Pediatri 60 110 N/A MlO-lP 
Center cs W10-1P 





Dr. Family 30-35 60 Some M,Th, 





Appendix 1 (Continued) 
Provider Type of capacity Linkaqe Days 
Name, Practice Aqreement Hours 
Add. current Expected 
Phone # 
Dr. OB/GYN 35 100 Roseland, M-F 
Ponqched Thorek S-6P 
11101 s. Hospitals 
state 
821-7515 






Health Internal 50 Open N/A M,Tu 








Dr. OB/GYN 50 500 catholic Tu, Th 
Thomas Charities, F,4-12 
Joseph Little co. 
10814 s. of Mary 
Halsted Hospital, 
995-0400 HRD:I 
Dr. General 20 120 Board of M-F 
Birch Practice Health 9-5P 
Health Roseland, Sa9-1P 
Services catholic 





Appendix 1 (Continued) 
Provider Type Of Capacity Linkage Days 
Name, Practice Agreement Hours 
Add. current Expected 
Phone # 
Dr. Bob Internal 30 120 catholic M-F 
Achebe Medicine Charities, 4:30 
10810 s. so. Shore 7:30 
Haslsted Hospital 
HRDI 
Dr. Pedia- 30 100 Catholic M-F 
Sahkuja tries Charities, 4:30 




Dr. Peds/GP 500 Roseland 2PM 
Chuwen- Hospital to 
genn Thorek 6PM 
11312 s. Hospital 
Michigan HRDI 
821-1414 
Dr. Peds/OB- so 1000 Roseland M-F 
Supachai Gyn Hospital, 2PM-
Pongched Thorek 6PM 
11416 s. Hospital, 
Michigan HRDI 
821-1414 
Dr. Ong Peds/GP 28 500 Roseland M-F 




Dr. T. peds/GP 75 500 So. Ch go 9:30 
Ali Chicago 6P 
9612 s. Hosp., st. 
Halsted Fran Hosp, 
HRDI 
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Appendix 1 (Continued) 
Provider Type Of capacity Linkage Days 
Name, Practice Agreement Hours 
Add. current Expected 
Phone # 
Dr. General 211 700 HRDI M-F 
Willi- Family Head 





Claretian Internal 16,044 18,044 Cook cty. M-F 
Medical Peds Hospital, 12-8PM 
center Fam. Pr. Chgo. Dep 
556 E. OB/GYN of Health 




Roseland Cook cty. M-F 





or.cabana Pedia- 1260/yr Hosp, u 
or. tries 4200/yr of IL 
Thornton Hosp., St 
200 E. Pedia- Francis 





Appendix 1 (Continued) 
Provider Type of Capacity Linkage Days 
Name, Add. Practice Agreement Hours 
Phone # current Expected 
Dr.stokes OB/GYN 2846 4200/yr cook cty 
Dr.Tallund Fam. Pr 2846 2000/yr Hosp, 
Dr.Kim Pads. 2520/yr M. Reese 
Dr.Gee Internal 1530 2520/yr Hosp. 
Dr.Schaefer Medicine U/Chgo 
Internal 1530 1680/yr Hosp, 
Medicine U/Ill 
Dr.Moore Dentist 1198 1554/yr Hosp 
Dr.Lofton Dentist 1198 1554/yr 
1 X-Ray X-Ray 1388 3640/yr 
Technician 
APPENDIX 2 




SOCIAL SUPPORT SCALES 
Social Support Scale 
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1. Have someone to talk with about personal things. 
2. Have someone to give you financial help. 
3. Have someone who gives you health advice. 
4. Have someone who says you have good ideas. 
5. Have someone plan for care of child. 
6. Have someone help with household tasks. 
7. Have someone to have fun with 
Resource Size Scale 
1. Who would you talk with? 
2. Who would give you financial support after an 
illness? 
3. Who would give you advice about health problems? 
4. Who would let you know they like your ideas? 
5. Who would help you plan for the care of your child? 
6. Who would help you with daily household tasks? 
7. Who would you get together with to have fun? 
Satisfaction Scale 
1. How satisfied are you with your talks about 
personal things? 
2. How satisfied are you with financial help? 
3. How satisfied are you with advice you receive about 
health problems? 
186 
Appendix 2 (continued) 
4. How satisfied are you with those times someone told 
you you had good ideas? 
5. How satisfied were you with help you received in 
finding child care? 
6. How satisfied were you with help with household 
tasks? 
7. How satisfied were you with the time you spent with 
others in fun activities? 
APPENDIX 3 
THE USE OF HEALTH CARE SERVICES BY AFRICAN AMERICANS 




THE USE OF HEALTH CARE SERVICES BY AFRICAN AMERICANS 




Hello, Good Morning/Afternoon. My name is John M. Tar, a 
graduate (PHD) student at the Loyola University of Chicago. 
I am conducting a research on the use of health care services 
by the Black population on the south side of Chicago. 
It is important to understand the heal th care utilization 
patterns by minority populations so that recommendations and 
new programs can be designed to address any potential gaps and 
eventually improve the quality of life of the residents of the 
community being studied (Roseland). It is important that we 
get information from everyday people who are aware of health 
care issues, yet are often not called upon for their opinions. 
This will be an opportunity for you to voice your opinions. 
You should feel free to ask any questions or expand on 
whatever responses that you give. Any information that you 
give me will be compiled including your responses in an 
aggregate or generalized form to avoid identification of 
individuals. 
I also would like to inform you that the interviews will 
be tape recorded to enable me to have an accurate record of 
opinions, and that all the information obtained will be kept 
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confidential. 
Following all the explanations given concerning the research, 
I would like for you to consent to voluntarily participate in 
the study. 
Strictly For The Respondent 
I understand that strict confidentiality will be 
maintained and that my name will not appear anywhere in the 
final report. I am also aware that my participation is 
voluntary and that I can withdraw from the study at any time 
without any consequences. 
Signature of Respondent~~~~~~~~~~~~~~ 
!Sequence Number 
!Date of Interview / / 
!Interviewer ID/Name 
Time Interview began 
Time Interview ended 
section 1: Demography 
This section has four groups of variables: 
characteristics, family characteristics, 
Date __ _ 
personal 
household 
characteristics, and economic characteristics. 
right response to each question. 
1. What is your sex? 
1.Male 2.Female 
2 . What is your race or ethnicity? 





3. What is your age (in years)? 
4. What is your employment status since 12 months ago? 
1.Working (employed) 2.Looking for work 3.Going to 
school 
4.Disabled (unable to work) 5.Unemployed 
6.0thers (specify>~~~~~~~~~~~~~-
5. What is the highest grade of education that you have 
successfully completed (in years)? 
6. How many persons are in your household? 
6a. Are you living with someone now? 
1. Yes 2. No 
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7. How many children in your immediate family are living 
with you now? 
7a. Write children's age and sex. Age 
7b. What is your current marital status? 
1. Never married 2. Married 
Sex 
3. Married, but separated 4. Divorced 5. Widowed 
8. What is the adult composition of your household? 
1. Spouse only 
2. Partner only 
3. No partner, No spouse, but adult 
9. What is your estimated current annual personal or family 
income? 
1. Less than $10,000 2. $15,000 - $24,999 
3. $25,000 - $34,999 4. $35,000 -$44,900 
5. $45,000 or more 
Section II: Health Needs 
10. In general, would you say that your health is . .. 
1. excellent 2. good 3. fair 4. poor 
5. don't know 6. refused 
11. How much do you worry about your health? Do you 
worry about it ... 
1. a great deal 
4. don't know 
2. somewhat 
5. refused 
3. not at all? 
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12. In your opinion, how much information about health issues 
do you thing the media presents. 
1. Too much 2. Not enough 3. Right amount 
4. Don't know 
13. In your opinion, do you think the information by the 
media is: 1. Never accurate 2 • 
3. Always accurate 4. Don't know 
Sometimes 
accurate 
14. In your opinion, the information about heal th issues that 
government officials present is? 
15. 
1. Not enough 2. Right amount 
3. Too much 4. Don't know 
In your opinion, do you think the 
government officials is accurate? 
information by 
1. Never 2. Sometimes 3. Always 4. Don't 
know 
16. In your opinion, who do you think should pay most of the 
costs for medical treatment for a person with a serious 
illness? 
1. the person who is ill and his or her family 
2. the government 
3. insurance companies (if ill person is insured) 
4. don't know 
17. Which of these places do you usually go when your 
child is sick? 
1. government clinics 
3. private clinic 
2. health center 
4. hospital emergency room 
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5. traditional healer 6. other (specify>~~~~~~ 
18. During the past 12 months, about how many times did you 
take your child/children to see a doctor 
19. When you go to the hospital/clinic/doctor's office with 
your child, does the doctor/nurse call your child by 
name? 
1. Yes 2. No 
20. Is there a particular doctor you usually see when your 
child is sick? 
1. Yes (If Yes, skip to #22) 2. No 
21. Which of these is the main reason that you don't have a 
particular doctor you usually see when your child is 
sick? 
1. Have 2 or more places depending on what is wrong 
2. Haven't needed a doctor 
3. Previous doctor no longer available 
4. Haven't been able to find the right doctor 
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5. Recently moved to area 
6. Can't afford medical care. 
7. Don't know 8. Refused 9. Missing 10. N/A 
22. Will you classify your tendency to use physician services 
as: 
1. low 2. medium 3. high 
23. How long is your appointment waiting time? 
1. same day 2. within a week 
3. within 2 weeks 4. more than 2 weeks 
5. don't know 
6. refused 7. missing 
24. When you go to visit a physician, how much time do you 
spend at the physician's office? 
1. less than or equal to 15 minutes 2. 16 to 30 
minutes 
4. More than 60 minutes 3. 31 to 60 minutes 
25. Are you limited in any kind or amount of work you do 
because 
of an impairment or health problem? 1. Yes 
26. During the past 12 months, about how many days did 
illness or injury keep you in bed? 
2. No 
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27. What kind/type of health insurance or health plan do you 
have? 
(Include those provided by the government). 
1. Insurance through work or student 
2. Insurance bought directly by an absent partner 
3. Insurance through Medicare 
4. Insurance through Medicaid 
5. No insurance 
28. Do you agree or disagree with the following statement: 
Individuals that perceive that the staff at the facility 
is knowledgeable and sensitive to African american 
cultural and political issues will use more services in 
that facility than those who do not perceive likewise. 
1. Agree 2. Disagree 
29. Do you know the race of the provider? 
1. Yes 2. No 
Section III: Social Support and Social Network 
Individuals faced with a health problem often have many 
needs, such as being able to confide with another person, 
receive physical and financial assistance, advice about 
pregnancy and child rearing, plans for child care assistance 
with the infant and social activities with others. The 
following questions deal with your needs in these areas. 
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30. Did you have someone you could talk with about things 
that were personal and private? 
1. Yes 2. No. If no, skip to Question 33 
31. Who would you talk with? Circle all that apply 
from the list below. 
1. My husband 11. School nurse 
2. Baby's father 12. School counselor 
3. My mother 13. School social worker 
4. My father 14. Minister or priest 
5. My grandmother 15. Church member 
6. My sister/brother 16. Friend/neighbor 
7. My husband's 17. Family doctor 
8. Baby's father's family 18. Staff at clinic 
9. Other relatives 19. Other (specify) 
10. Teacher/teacher aide 
20. N/A 
32. How satisfied were you with the talks you had with others 
about your personal and private feelings during the past 
12 months? 
1. Very dissatisfied 2. Moderately dissatisfied 
3. Slightly satisfied 4. Moderately satisfied 
5. Very satisfied 6. Don't know 
7. Refused 8. Missing 9. N/A 
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33. During the past 12 months, did you have someone you know 
that would give you financial support during and after 
the illness? 
1. No. If No, Skip to Question 36 
2. Yes. Who do you know who would help you. 
Circle all that apply from the list below and rank them 
in order of significance (1 being the most significant) 
1. My husband 8. Baby's father's family 
2. Baby's father 9. Other relatives 
3. My mother 10. Other (Specify) 
4. My father 
5. My grandmother 
6. My sister/brother 
7. My husband's family 
34. During the past 12 months, how satisfied were you with 
financial support you received from these people? 
1. Very dissatisfied 2. Moderately dissatisfied 
3. Slightly dissatisfied 4. Slightly satisfied 
5. Moderately satisfied 6. Very satisfied 
7. Unknown 8. Refuse 
9. Missing 10. N/A 
35. During the past 12 months, did you have someone who gave 
you advice and information about your health problem? 
(1) No. Skip to Q. 36 
(2) Yes. Who are these persons. Circle all that apply 
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from the list below and rank them in order of 
significance (1 being the most significant). 
1 . My husband 11. School nurse 
2. Baby's father 12. School counselor 
3. My mother 13. School social worker 
4. My father 14. Minister or priest 
5. My grandmother 15. Church member 
6. My sister/brother 16. Friend or neighbor 
7. My husband's family 17. Family doctor 
8. Baby's father's family 18. Staff at clinics 
9. Other relatives 19. Other (specify) 
10. Teahcer/teacher aides 
20. N/A 
36. During the past 12 months, how satisfied were you with 
the helpfulness of the advice that you were given ? 
1. Very dissatisfied 2. Moderately dissatisfied 
3. Slightly dissatisfied 4. Moderately satisfied 
5. Very satisfied 6. Unknown 
7. Ref used 8. Missing 
37. During the past 12 months, did you have someone who told 
you when they liked your ideas or the things that you 
do? If No. Skip to Q. 38 Yes. Who would let you know 
when they like your ideas? 
Circle all that apply from the list below 
199 
1. My husband 11. School nurse 
2. Baby's father 12. School counselor 
3. My mother 13. School social worker 
4. My father 14. Minister or priest 
5. My grandmother 15. Church member 
6. My sister/brother 16. Friend/neighbor 
7. My husband's family 17. Family doctor 
8. Baby's father's family 18. Staff at clinics 
9. Other relatives 19. Other (specify) 
10. Teacher/teacher aides 
20. N/A 
38. During the past 12 months, how satisfied were you with 
those times when someone told you that they liked your 
ideas or the things that you did? 
1. dissatisfied 2. moderately dissatisfied 
3. slightly dissatisfied 4. slightly satisfied 
5. moderately satisfied 6. very satisfied 
7. unknown 8. refused 
9. missing 10. N/A 
39. During the past 12 months, was there someone who helped 
you plan for the care of your child after it is born 
If No, Skip to Q. 40 
If Yes, who would you plan with? Circle all that 
apply from the list below ranking them in order of 
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significance (1 being the most significant). 
1. My husband 11. School nurse 
2. Baby's father 
3. My mother 
12. School counselor 
13. School social worker 
4. My father 14. Minister or priest 
5. My grandmother 15. Church member 
6. My sister/brother 16. Friend/neighbor 
7. My husband's family 17. Family doctor 
8. Baby's father's family 18. Staff at clinic 
9. Other relatives 19. Other (specify 
10. Teacher/teacher aides 
20. N/A 
40. During the past month how satisfied were you with the 
help you received in finding sources of child care? 
Circle the number. 
1. very dissatisfied 
3. Slightly satisfied 
2. Moderately dissatisfied 
4. Slightly dissatisfied 
5. Moderately satisfied 6. Very satisfied 
7. Unknown 8. Refuse 
9. Missing 10. N/A 
41. During the past 12 months, there was someone who helped 
you with daily household tasks? 
1.No. Skip to Q. 43 
2.Yes. Who would you call on? Circle all that 
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apply from the list below ranking them in order of 
significance. (1 being the most significant.) 
1. My husband 8. Baby's father's family 
2. Baby's father 9. Other relatives 
3. My mother 10. Church member 
4. My father 11. Friend or neighbor 
5. My grandmother 12. Other (Specify) 
6. My sister/brother 
13. N/A 
42. In general, during the past 12 months, how satisfied were 
you with the amount of help you received with household 
tasks? 
1. Very dissatisfied 2. Moderately dissatisfied 
3. Slightly dissatisfied 4. Slightly satisfied 
5. Moderately satisfied 6. Very satisfied 
7. Unknown 8. Refused 
9. Missing 10. N/A 
43. During the past 12 months, did you have someone to get 
together with to have fun and to relax? 
1. No 2. Yes 
If yes, who are the people that you get together with to 
have fun and to relax? Circle all that apply from 
the list below, ranking them in order of significance (1 
being the most significant). 
202 
1. My husband 8. Baby's father's family 
2. Baby's father 9. Other relatives 
3. My mother 10. Church member 
4. My father 11. Friend or neighbor 
5. My grandmother 12. Other (Specify) 
6. My sister/brother 
7. My husband's family 13. N/A 
44. During the past 12 months, how satisfied were you with 
the time you spent with these people? Circle the number 
1. Very dissatisfied 2. Moderately dissatisfied 
3. Slightly dissatisfied 4. Slightly satisfied 
5. Very satisfied 6. Unknown 
7. Refused 8. Missing 
9. N/A 
Section IV: SOCIAL ISOLATION 
45. Do you frequently travel outside your neighborhood? 
1. Yes 2. No 
46. How often do you travel outside your neighborhood for 
work, movies, classes, shopping or for any other reasons? 
1. Never 2. 2 Times a month 3. once a week 
4. Every other day 5. Almost every day 
47. Does anyone in your household own a car that runs? 
1. yes 2. no 
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48. How often do you read a newspaper? 
1. everyday 2. every other day 3. once a week 
4. less than once a month 5. never 
I will read a list of different kinds of organizations 
and you should indicate by a yes if you attend them 
regularly or by a no if you do not attend them. 
49. Neighborhood or community organizations 
1. no 2. yes 
50. Political Party Organizations 
1. no 2. yes 
51. PTA or school-related groups 
1. no 2. yes 
52. Social clubs, sports teams 
1. no 2. yes 
53. Church-related groups 
1. no 2. yes 
section v. satisfaction With Medical care 
How will you classify your satisfaction with the following 
items of regarding care ? 
54. Quality of care received 1. low 2. medium 3. high 
4. Don't know 5. Refused 
55. Appointment waiting time: 1. low 2. medium 3. high 
4. Don't know 5. Refused 
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56. Time spent with physician: 1. low 2. medium 3. high 
4. Don't know 5. Ref used 
57. Availability of care: 1. low 2. medium 3 • high 
4. Don't know 5. Ref used 
58. Distance to medical facility: 1. low 2. medium 3. high 
4. Don't know 5. Refused 
59. Cost of care, exclusive of premium: 1. low 2. medium 
3. high 4. Don't know 5. Refused 
60. Information from physician: 





61. Courtesy of physician: 1. low 2. medium 3. high 
4. Don't know 5. Refused 
62. Physician explanation of home treatment: 1. low 2 
medium 3. high 4. Don't know 




1. low 2. medium 3. high 
4. don't know 
Follow-up care: 1. low 






1. low 2. medium 3. high 
4. don't know 5. ref used 
Physician communication skill 1. low 





67. Overall, what do you think the provider should do to 
encourage you to seek more health care services? List 
maximum of 7 reasons. 
We have come to the end of this interview. 
participating. 
Thank you for 
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MAP OF ROSELAND COMMUNITY AREA 
source: 1990 u.s. census 
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DEFINITION OF TERMS 
1. Culture of Poverty: A concept coined by Anthropologist 
Oscar Lewis and is characterized by a series of 
resignation and passivity, fatalism, low aspirations, and 
powerlessness, all stemming from long endured economic 
hardship and lack of opportunity. 
2. Enabling Factors: These are the conditions that make 
health services available to the individual. 
3. Health Care Systems: This is a system that structures 
the provision of formal health care goods and services in 
the society. 
4. Health Needs: This indicate the status of the 
individual's heal th based on objective and subjective 
terms. 
5. Inadequate Use of Health Care Services: This consists of 
lower than generally accepted coverage, physician 
contacts, hospitalization and long term 
institutionalization in nursing and personal care homes. 
As of 1987, the average annual number of physician 
contacts per person for Whites increased from 4.8 to 5.5; 
the increase for Blacks was from 4.6 to 5.1. Inadequate 
use of heal th services can occur as a function of 
barriers caused by location, cultural, racial, financial 
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factors and also not enough services 
6. Need Factors: These are conditions which represent the 
most immediate cause of health services used. 
7. Poverty Status: This is based on the federal defined 
level of poverty for a family of four (4). Families of 
four (4) whose annual household income in 1989 was below 
$12,674 are defined as poor by the Office of Management 
and Budget (OMB). Other categories of poverty are 
(GAO/HEHS-94-74 Poor Infants and Toddlers): 
Near-poor 1: We define near-poor 1 as children in 
families whose annual household income in 1989 was 
between 100 percent of poverty and 133 percent of poverty 
- or between $12,675 and $16,856 for a family of four. 
Children living in families below 133 percent of poverty 
are eligible for the Medicaid program as well as WIC. 
Near-poor 2: We define near-poor 2 as children in 
families whose annual household income in 1989 was 
between 133 percent of poverty and 185 percent of poverty 
- or between $16,856 and $23,446 for a family of four. 
Children living in families at or below 185 percent of 
poverty are eligible for the WIC program. 
8. 
213 
Nonpoor: We define nonpoor as children in families whose 
annual household income in 1989 was above 185 percent of 
poverty - or above $23,446 for a family of four. 
Predisposing Factor: They provide the propensity for 
individuals to use health care services. 
9. Social Isolation: The lack of contact or of sustained 
interaction with individuals and institutions that 
represent mainstream society. 
10. Social Network: The social network is a unit of social 
structure that includes all of an individual's social 
contacts. It is composed of family members and 
relatives, friends, work associates and professional 
colleagues involved far more than the provision of narrow 
categories of "help". Networks reflect the nature and 
value of our participation in the major life spheres. 
11. Social Support: Availability of emotional and 
instrumental help and social participation with family 
and friends. 
12. Systems Barriers: These are barriers caused by the 
resources (in terms of volume and distribution) and the 
organizations (in terms of access and structure) of 
health care delivery. The health care systems shape the 
provision of health care services to the individual. 
Some specific health care systems barriers will include 
inadequate or poorly trained health personnel, poor 
structures in which care and education are provided, 
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inappropriate or obsolete equipment and materials used in 
providing health services. 
13. Underclass: Strata of the society that is comprised of 
individuals who live in crisis existence, with major 
problems of employment, finances, housing and family 
every present. 
14. Utilization of Health Services: This is a culmination of 
a complex process in which medical need interacts with 
accessibility of services and with indi victual' s 
predisposition to recognize, take action, seek help in 
the event of symptoms. It simply indicates the 
likelihood and extent of contact with health care 
institutions and health care professionals. 
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